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HEALTH  IMPACT,  COSTS  OF  SMOKING 


THURSDAY,  MAY  24,  1990 

U.S.  Senate, 
Committee  on  Finance, 

Washington,  DC. 

The  hearing  was  convened,  pursuant  to  notice,  at  10:13  a.m.,  in 
room  SD-215,  Dirksen  Senate  Office  Building,  Hon.  Lloyd  Bentsen 
(chairman  of  the  committee)  presiding. 

Also  present:  Senators  Bradley,  Daschle,  Breaux,  and  Symms. 

[The  press  release  announcing  the  hearing  follows:] 

[Press  Release  No.  H-33,  May  10,  1990] 

Senator  Bentsen  Announces  Hearing  on  the  Health  Impact,  Costs  of  Smoking; 
Effects  on  Children  to  be  Spotlighted 

Washington,  DC — Senator  Lloyd  Bentsen,  Chairman  of  the  Senate  Finance  Com- 
mittee, announced  Thursday  that  the  Committee  will  hold  a  hearing  on  the  effects 
of  smoking,  including  how  it  affects  children. 

Senator  Bentsen  (D.,  Texas)  said  the  hearing  will  be  at  10  a.m.  on  Thursday,  May 
2k,  1990  in  Room  SD-215  of  the  Dirksen  Senate  Office  Building. 

Secretary  of  Health  and  Human  Services  Louis  Sullivan,  M.D.,  will  testify  at  the 
hearing. 

Senator  Bentsen  said  the  hearing  will  explore  data  on  the  health  impact  and  costs 
associated  with  smoking. 

"The  decision  of  whether  or  not  to  smoke  is  a  personal  one,  but  it  should  be  made 
by  adults  and  with  a  clear  understanding  of  how  smoking  affects  one's  health.  Un- 
fortunately, though,  a  lot  of  children  have  no  choice  at  all — or  they  make  unin- 
formed decisions,"  Bentsen  said. 

"When  a  woman  smokes  while  pregnant,  studies  show  there  is  an  increased  risk 
of  miscarriage,  premature  birth,  cerebral  palsy  and  Sudden  Infant  Death  Syndrome. 
Children  who  are  born  healthy  but  are  exposed  to  passive  smoke  from  their  parents' 
cigarettes,  cigars  or  pipes  are  at  greater  risk  of  contracting  respiratory  illnesses 
than  children  whose  parents  do  not  smoke.  Further,  more  than  half  of  all  smokers 
started  before  they  turned  15,  when  they  were  too  young  to  understand  the  risks 
associated  with  that  decision,"  Bentsen  said. 

"This  hearing  will  provide  Senators  with  some  important  information  about  the 
monetary  and  social  costs  of  smoking,  particularly  the  impact  on  Americans'  health, 
and  we'll  explore  alternative  approaches  to  help  discourage  young  people  from  start- 
ing to  smoke  and  encourage  people  who  already  smoke  to  quit,"  Bentsen  said. 

OPENING  STATEMENT  OF  HON.  LLOYD  BENTSEN,  A  U.S.  SENATOR 
FROM  TEXAS,  CHAIRMAN,  SENATE  FINANCE  COMMITTEE 

The  Chairman.  We  have  a  series  of  votes  that  will  be  cast  this 
morning  and  a  vote  under  way  at  the  moment.  So  you  will  have 
quite  a  number  of  the  members  that  will  be  showing  up  for  the 
hearing  as  soon  as  that  vote  is  finished. 

In  1964  the  U.S.  Surgeon  General,  Luther  Terry,  issued  a  water- 
shed report  in  which  the  Federal  Government  for  the  first  time 
stated  there  was  a  definite  link  between  smoking  and  lung  cancer. 
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I  remember  that  very  well  because  that's  the  year  I  put  out  my 
last  cigarette.  In  the  years  since,  medical  science  has  established 
more  than  a  link.  Read  the  warning  label  on  a  pack  of  cigarettes. 
''Smoking  causes  lung  cancer,  heart  disease,  emphysema,  and  may 
complicate  pregnancy." 

Now  that  warning  is  reenforced  by  studies — it  seems  like  there's 
a  new  one  every  month — reminding  us  that  smoking  is  bad  for  our 
health,  even  if  we  do  not  smoke.  One  recent  study  concluded  that 
men  who  do  not  smoke  live  nearly  18  years  longer  than  men  who 
smoke  cigarettes  throughout  their  lives — 18  years. 

People  know  a  lot  more  today  about  the  dangers  of  smoking,  but 
there  are  still  a  lot  of  people  smoking.  The  smoking  rate  remains 
greater  among  minorities,  blue  collar  workers,  and  some  less  edu- 
cated Americans.  Even  though  nearly  one-half  of  all  living  Ameri- 
cans who  have  ever  smoked  have  quit.  Surgeon  General  Koop  re- 
ported in  1989  that  smoking  still  accounts  for  one  in  six  deaths  in 
this  country. 

In  the  time  it  takes  to  conduct  this  hearing  almost  100  Ameri- 
cans will  die  of  cancer,  heart  disease,  emphysema  and  other  ail- 
ments linked  to  smoking.  Now  smoking  is  a  matter  of  choice,  but  it 
certainly  ought  to  be  an  informed  choice.  People  should  understand 
the  consequences  of  what  they  are  doing. 

When  you  get  a  "Don't  Walk"  sign  at  a  busy  intersection  and 
have  it  flashing  and  you  step  off  the  curb  anyway,  you  take  a 
chance  on  getting  run  over  by  a  truck.  But  with  smoking  there's 
not  a  Mack  truck  that  people  can  see  rolling  down  the  street.  So 
they  may  not  appreciate  the  damage  that  smoking  can  do  or  they 
may  be  too  young  to  worry  about  the  long-term  effects. 

A  decision  to  smoke  affects  more  than  one  person.  My  longstand- 
ing efforts  to  improve  children's  health  makes  me  especially  con- 
cerned about  smoking  around  them  and  what  it  does  to  them. 
Women  who  smoke  while  pregnant  are  more  likely  to  have  miscar- 
riages. Their  babies  are  more  likely  to  be  born  prematurely  at  low 
weight.  They  are  more  likely  to  die  from  sudden  death  syndrome. 

Young  boys  and  girls  whose  parents  smoke  cigarettes,  cigars  or 
pipes  at  home  and  in  the  car  are  more  likely  to  suffer  from  lung 
problems,  other  illnesses.  Even  though  they  are  told  that  smoking 
is  dangerous,  40  percent  of  children  experiment  with  smoking  in 
grade  school.  As  I  recall,  mine  was  a  grape  vine. 

The  cost  to  one's  health  and  family  are  sad  enough.  As  members 
of  the  Finance  Committee  we  also  must  deal  with  the  costs  of 
smoke-related  illnesses  to  public  programs.  The  Office  of  Technolo- 
gy Assessment  estimated  that  treating  people  over  age  65  for  just 
three  diseases  that  are  related  to  smoking  costs  the  Federal  Gov- 
ernment— the  Federal  health  programs,  and  that's  the  taxpayers — 
up  to  $7  billion  in  1985.  Smoke-related  illnesses  accounted  for  as 
much  as  $35  billion  in  overall  health  care  expenditures. 

The  Department  of  Health  and  Human  Services  has  estimated 
that  smoke-related  illnesses  cause  about  $52  billion  in  direct  and 
indirect  economic  costs  each  year.  That's  about  $221  for  every  man, 
woman,  and  child  in  America. 

During  today's  hearing  I  want  to  establish  the  facts  about  the 
dangers  of  smoking.  I'm  looking  forward  to  hearing  my  colleague. 
Senator  Lautenberg,  and  to  hearing  Dr.  Sullivan  and  other  wit- 
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nesses  tell  us  more  about  the  health  effects  of  smoking,  particular- 
ly on  children,  about  what  it  costs  in  Federal  health  programs, 
about  ways  to  prevent  people  from  smoking  or  help  them  quit;  and 
thereby  curtail  avoidable  costs,  illnesses,  and  death. 

We  are  very  pleased  to  have  a  leader  in  this  fight,  one  who  has 
expended  a  great  deal  of  effort  and  exerted  substantial  influence  in 
helping  mold  public  opinion,  the  distinguished  Senator  from  New 
Jersey,  Senator  Lautenberg. 

STATEMENT  OF  HON.  FRANK  LAUTENBERG,  A  U.S.  SENATOR 
FROM  NEW  JERSEY 

Senator  Lautenberg.  Thank  you  very  much,  Mr.  Chairman.  I 
commend  you  for  holding  this  hearing.  Thank  you  for  the  chance 
to  testify.  Those  of  us  who  know  you  are  not  surprised  when  we 
hear  one  of  your  wise  decisions  and  you  elected  to  stop  smoking, 
you  say,  as  soon  as  you  heard  about  the  dangers.  It  took  me  a  few 
years  beyond  that.  I  wasn't  quite  as  smart,  but  I  am  proud  of  the 
fact  that  I  quit  over  20  years  ago,  urged  on  by  my  children  who 
professed  love  for  me  and  did  not  want  to  see  me,  they  said,  out  of 
the  picture.  So  that  took  care  of  that  for  me. 

Mr.  Chairman,  I  know  that  part  of  the  mission  of  your  commit- 
tee is  to  address  pressing  health  care  issues.  I  commend  you  for  fo- 
cusing this  hearing  on  smoking  and  health.  This  is  one  of  the  prin- 
cipal problems  plaguing  our  society.  The  cost  to  the  health  care 
system  for  tobacco-addicted  Americans  is  enormous.  You  said  in 
your  own  remarks  that  there  was  a  cost  of  $7  billion  directly  to 
government. 

We've  heard  that  each  year  cigarette  smoking  costs  our  economy 
$65  billion  in  health  care  costs  and  lost  productivity.  Cigarette 
smoking  costs  the  Medicaid  and  Medicare  programs  substantial 
sums.  It  impacts  on  private  health  insurance  plans.  The  need  to 
look  at  the  impact  of  smoking  on  health  care  costs  could  not  be 
greater;  and  the  place  to  begin  is  with  an  examination  of  this  issue 
concerning  our  young  people. 

If  we  can  prevent  our  youngsters  from  getting  hooked  on  tobacco 
products,  we  can  save  countless  lives  and  billions  of  dollars  in 
health  care  costs  for  the  American  people  down  the  road.  Right 
now,  unfortunately,  we're  losing  the  battle  to  prevent  our  kids 
from  taking  up  smoking. 

The  facts  speak  for  themselves.  According  to  the  Surgeon  Gener- 
al's 1989  report  approximately  80  percent  of  those  who  smoke  start- 
ed before  the  age  of  2L  One  out  of  four  high  school  seniors  who  has 
ever  smoked  began  when  he  was  12  years  old.  The  earlier  young 
person  begins  using  tobacco,  the  harder  it  is  for  them  to  kick  the 
habit. 

As  more  and  more  people  quit  smoking,  the  tobacco  industry  has 
stooped  lower  and  lower  in  order  to  keep  the  cash  register  ringing. 
Just  to  replace  those  smokers  who  have  quit,  the  tobacco  industry 
needs  to  hook  6,000  new  smokers  a  day  according  to  the  Coalition 
on  Smoking  OR  Health. 

Where  does  the  industry  turn  for  its  profits?  It  turns  to  the  dis- 
advantaged and  to  the  minorities.  Uptown,  the  cigarette  the  indus- 
try planned  to  test  market  to  blacks  in  Philadelphia  was  among 
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the  most  blatant  of  its  racial  appeals.  The  industry  turned  its  guns 
then  on  female  teenagers.  Dakota  is  the  kind  of  product  they  would 
sell.  And  the  most  reprehensible  of  all,  the  industry  has  targeted 
our  kids. 

The  tobacco  industry  says  it  does  not  want  kids  to  smoke.  It  says 
it  does  not  try  to  lure  minors  into  a  life  time  of  smoking.  But  the 
tobacco  industry's  actions  are  just  the  opposite  of  what  it  purports 
are  its  aims.  The  tobacco  industry's  voluntary  code  says  the  indus- 
try will  not  use  sports  or  celebrity  testimonials  that  have  a  special 
appeal  to  persons  under  21  years  old. 

Yet  the  industry  continues  to  sponsor  the  Virginia  Slims  Tennis 
Tournament,  the  Marlboro  Grand  Prix,  and  other  sporting  events 
that  attract  millions  of  young  people.  It  continues  to  hope  that 
young  viewers  will  see  their  athletics  heroes  and  tobacco  company 
logos  side-by-side  on  the  TV  screen.  I  notice  that  we  have  a  poster 
here  that  reflects  that  kind  of  glamorous  image. 

The  tobacco  industry's  voluntary  code  says,  ''Cigarette  advertis- 
ing will  not  suggest  that  smoking  is  essential  to  social  prominence, 
distinction,  success  or  sexual  attraction  and  that  it  will  not  picture 
a  person  smoking  in  an  exaggerated  manner."  But  cigarette  ads 
suggest  all  of  these  things,  like  these  recent  Camel  ads  in  Sports 
Illustrated  and  People  Magazine. 

We  have  the  Camel  cigarette,  this  very  attractive  young  lady, 
sailboat,  airplane,  all  of  those  things.  It's  the  same  with  this  maga- 
zine thing,  only  here  they're  playing  pool  in  very  elegant  regalia,  I 
must  say,  for  a  pool  hall.  And  here  they  sell  cigarettes — candy  in 
cigarette  packets.  Well  these  are  not  designed  to  attract  adults  as  I 
see  it.  Maybe  some  that  we  know,  but  not  all  certainly. 

These  are  the  kinds  of  things  that  we  continue  to  see.  Their  vol- 
untary code,  the  industry's  voluntary  code,  says  free  cigarette  sam- 
ples will  not  be  given  to  any  person  who  is  known  to  be  younger 
than  21. 

Yet,  minors  receive  advertisements  in  the  mail  that  offer  them 
free  packs  of  cigarettes.  Young  people  are  approached  on  the  street 
and  offered  free  cigarette  samples.  The  tobacco  industry  tries  to 
lure  our  young  people  into  smoking  with  all  kinds  of  flashy  gim- 
micks. It  gives  away  free  T-shirts  that  appeal  to  young  people;  it 
gives  away  cartoon  posters  that  appeal  to  young  people.  Tobacco 
companies  do  not  mind  having  their  brand  names  ripped  off  to  sell 
candy  cigarettes  to  adolescents. 

Mr.  Chairman,  for  too  long  our  government  has  been  complacent 
about  the  numbers  of  young  people  that  are  taking  up  smoking. 
For  too  long  it  sat  on  the  sidelines  and  watched  tobacco  products 
slowly  suck  the  life  out  of  our  citizens.  We  cannot  sit  by  idly  any 
longer  while  tobacco  companies  cynically  devise  marketing  cam- 
paigns to  lure  our  most  vulnerable,  particularly  our  young  people, 
into  a  life  of  nicotine  addiction.  We  need  to  fight  back. 

In  many  ways  the  fight  against  tobacco  addiction  among  our 
young  people  is  like  the  fight  against  drug  addiction.  Drugs  are  ad- 
dictive. But  tobacco  may  be  even  more  so.  Drugs  are  fatal  and  so  is 
tobacco.  It  leads  to  cancer,  and  lung  disease,  and  heart  disease. 
And  we  know  that  it  takes  nearly  400,000  precious  American  lives 
each  year.  And  we  know  that  it  costs  us  billions  annually  in  lost 
productivity  and  health  care  costs. 
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We  are  fighting  an  all  out  war  to  keep  our  kids  off  drugs.  We've 
targeted  resources  for  drug  education.  We've  appointed  a  Federal 
drug  czar  and  we  are  trying  to  get  more  money  into  our  cities  and 
States  to  fight  drug  abuse.  But  what  have  we  done  to  keep  our  kids 
away  from  tobacco?  What  have  we  done  to  prevent  our  children 
from  taking  an  often  fatal  first  puff  and  becoming  addicted  for  life? 
Not  enough. 

We  see  11,  12,  13  year  olds  smoking  cigarettes  in  our  schools  and 
shopping  malls,  but  the  Federal  Government  hasn't  made  a  con- 
certed effort  to  stop  it.  We  see  9  year  old  kids  buying  cigarettes 
from  vending  machines  in  our  stores,  but  we  haven  t  acted  to  pre- 
vent it.  We  see  children  being  given  free  cigarette  samples,  but  we 
haven't  insisted  that  it  stop. 

If  we  saw  a  10-year-old  child  holding  a  gun  to  his  head  surely  we 
would  intervene  to  save  that  child's  life.  We  should  have  the  same 
reaction  when  it  comes  to  our  kids  smoking  cigarettes.  We  need  to 
act  aggressively  and  intervene  to  prevent  young  kids  from  getting 
hooked. 

I've  introduced  legislation,  the  Adolescent  Tobacco  Prevention 
Act,  that  would  create  two  new  incentive  grant  programs  to  en- 
courage States  to  enact  and  enforce  laws  to  limit  youth  access  to 
tobacco  products.  The  bulk  of  that  legislation  has  been  incorporat- 
ed into  the  Tobacco,  Education  and  Control  Act  of  1990,  which  was 
reported  out  of  the  Senate  Labor-HHS  Committee  last  week. 

The  Adolescent  Tobacco  Prevent  Act  would  create  incentive 
grants  for  States  that  enact  and  enforce  laws  prohibiting  the  sale 
of  tobacco  products  to  a  minor  under  the  age  of  18.  States  that  al- 
ready have  laws  on  the  books  would  be  given  an  incentive  to  en- 
force those  laws.  States  would  be  encouraged  to  prohibit  the  distri- 
bution of  free  cigarette  samples.  The  bill  would  also  create  an  in- 
centive grant  to  get  States  to  make  elementary  and  secondary 
schools  smoke-free. 

Under  the  bill  States  would  be  encouraged  to  ban  the  sale  of  to- 
bacco products  in  vending  machines,  except  in  areas,  such  as  bars 
and  nightclubs,  where  minors,  are  not  permitted.  The  ability  of 
young  people  to  purchase  cigarettes  through  vending  machines  is 
inextricably  linked  to  enforcement  of  minimum  age  laws. 

If  we  are  going  to  expect  merchants  to  respect  minimum  age 
laws,  it  does  not  make  sense  to  provide  minors  with  access  to  tobac- 
co products  from  vending  machines.  Now  merchants  can  point  to 
an  unrestricted  vending  machine  sale  of  tobacco  products  as  a 
reason  for  continuing  to  sell  to  minors  and  we  need  to  eliminate 
this  disincentive.  The  need  to  act  quickly  and  decisively  to  discour- 
age young  people  from  taking  up  smoking  could  not  be  greater. 

The  Federal  Government  needs  to  fight  back  to  prevent  young 
people  from  taking  a  fatal  first  puff  and  becoming  hooked  for  life. 
The  Federal  Government  needs  to  make  a  concerted  effort  to  get 
the  truth  out,  especially  to  young  people  about  the  grave  health 
consequences  of  smoking  tobacco.  And  the  truth  is,  Mr.  Chairman, 
and  you  know  it  well,  that  smoking  cigarettes,  smoking  tobacco, 
kills. 

I  thank  you  very  much,  Mr.  Chairman,  and  colleagues. 
[The  prepared  statement  of  Senator  Lautenberg  appears  in  the 
appendix.] 
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The  Chairman.  Senator,  we  appreciate  your  testimony.  What 
you  are  talking  about  is  encouraging  States  to  find  ways  to  restrict 
access  to  tobacco  for  children.  Do  you  know  of  any  particular  State 
that  has  a  program  going  that  you  would  like  to  highlight? 

Senator  Lautenberg.  You'll  forgive  me,  Mr.  Chairman,  if  I  men- 
tion the  State  of  New  Jersey  that  my  colleague,  Senator  Bradley, 
and  I  represent. 

The  Chairman.  We  would  have  to  put  a  time  limitation  of  that 
certainly.  [Laughter.] 

Senator  Lautenberg.  Utah  and  Kansas,  are  three  that  currently 
require  schools  to  be  smoke-free.  Washington  State  has  a  law  that 
is  going  to  become  effective  in  September.  So  States  are  beginning 
to  pick  it  up  and  we  want  to  encourage  them  through  this  incen- 
tive program. 

The  Chairman.  Thank  you. 

They  say  in  Washington  you  have  to  say  something  44  times 
before  someone  says,  "By  the  way,  did  you  hear  what  he  said?" 
You  may  have  almost  crossed  that  threshold. 

Thank  you  very  much.  Senator. 

Senator  Lautenberg.  Thank  you  very  much,  Mr.  Chairman. 
The  Chairman.  I  beg  your  pardon.  Your  colleague  from  New 
Jersey. 

Senator  Bradley.  I  just  want  to  thank  Senator  Lautenberg  for 
his  testimony  and  his  leadership  on  this  issue.  I  think  of  him  every 
time  I  get  on  an  airplane  and  I  do  not  have  to  worry  about  passive 
contamination  through  smoke.  I  know  that  he  is  there  on  this  issue 
every  day. 

Senator  Lautenberg.  Thank  you  very  much.  I  know  your  inter- 
ests. Senator  Bradley;  and  I  know  that  you  have  legislation  pend- 
ing as  well  that  would  affect  this.  I  thank  you  both  for  the  opportu- 
nity to  appear  before  you. 

The  Chairman.  Thank  you.  Senator. 

We  are  very  fortunate  to  have  our  distinguished  Secretary,  Sec- 
retary Sullivan,  who  has  been  in  the  forefront  of  this  fight  and  has 
come  up  with  some  creative  ideas.  We  are  looking  forward  to  hear- 
ing you,  Mr.  Secretary. 

STATEMENT  OF  HON.  LOUIS  W.  SULLIVAN,  SECRETARY,  U.S. 
DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Secretary  Sullivan.  Thank  you  very  much,  Mr.  Chairman.  It's  a 
pleasure  to  have  this  opportunity  to  appear  before  you  to  discuss  a 
very  important  issue.  I  appreciate  the  attention  that  you  are  giving 
to  the  problem  of  tobacco  and  health. 

Tobacco  addiction  inflicts  a  horrible  toll  on  our  nation's  health, 
particularly  on  the  people  served  by  the  programs  under  your  juris- 
diction. It  is  for  this  reason  that  it  is  urgent  that  we  join  hands  to 
develop  workable  strategies  to  rid  our  people  of  this  scourge. 

This  hearing  today  is  especially  timely  because  May  31  is  World 
No-Tobacco  Day.  This  event  which  is  sponsored  by  the  World 
Health  Organization  is  much  like  the  Great  American  Smoke-Out. 
The  theme  of  World  No  Tobacco  Day  this  year  is  Smoking  and 
Children. 
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Today  I  will  highlight  the  problem  of  tobacco  addiction  as  it  af- 
fects our  nation's  children  and  youth.  I  also  want  to  discuss  some  of 
the  steps  my  Department  is  taking  to  reduce  the  sale  of  tobacco  to 
youngsters.  It  is  a  moral  and  medical  outrage  that  our  society  per- 
mits so  many  of  its  children  to  have  such  ready  access  to  a  product 
that  does  so  much  harm. 

Cigarette  smoking  remains  the  single  most  important  prevent- 
able cause  of  death  in  our  society.  Smoking  is  directly  responsible 
for  about  390,000  deaths  each  year.  Something  like  one  in  every  six 
deaths  in  our  country  is  associated  with  smoking.  It  is  astonishing 
to  realize  that  the  number  of  Americans  who  die  each  year  from 
diseases  caused  by  smoking  exceeds  the  number  of  Americans  who 
died  in  all  of  World  War  11.  And  this  toll,  unfortunately,  is  repeat- 
ed year  after  year  after  year. 

I  am  particularly  concerned  about  smoking  among  pregnant 
women,  and  among  our  children  and  teenagers.  Women  took  up 
smoking  in  the  large  numbers  in  the  1940's  and  1950's  and  it  is 
clear  that  the  tobacco  companies  today  see  women  as  a  big  market. 
We  have  heard  advertising  campaigns  attempt  to  associate  smok- 
ing with  women's  liberation.  They  proclaim  ''You've  Come  a  Long 
Way,  Baby." 

But  smoking  is  anything  but  liberating.  It  is  addicting.  These  ad- 
vertisements use  appealing  images  to  mask  an  awful  reality.  The 
reality  is  that  smoking  is  a  killer  and  an  equal  opportunity  killer 
at  that. 

Let's  look  at  some  of  the  facts.  Lung  cancer  has  overtaken  breast 
cancer  as  the  number  one  cause  of  death  from  cancer  among 
women  and  lung  cancer  death  rates  among  women  continue  to  in- 
crease at  an  unrelenting  pace.  Other  smoking-related  diseases,  such 
as  heart  disease  and  emphysema  also  are  exacting  a  terrible  toll  on 
women  in  this  country. 

For  example,  a  recent  article  published  in  the  New  England 
Journal  of  Medicine  showed  that  women  who  smoke  are  more  than 
three  times  as  likely  to  have  a  heart  attack  as  women  who  have 
never  smoked.  Smoking  is  an  area  where  women  are  unfortunately 
outdoing  men  in  one  respect;  at  present,  young  women  are  more 
likely  to  smoke  than  young  men. 

Women  who  are  addicted  to  tobacco  are  obviously  affecting  their 
own  health,  and  that  is  unfortunate  enough.  But  women  who 
smoke  during  pregnancy  are  undeniably  affecting  their  own  babies. 
Women  who  smoke  during  pregnancy  are  more  likely  to  have  mis- 
carriages and  they  are  more  likely  to  have  dangerously  small 
babies,  or  babies  who  die  during  infancy. 

To  put  it  in  very  plain  terms,  being  born  too  small  is  a  hazard  to 
your  health.  And  too  many  of  our  babies  are  suffering  this  hazard 
as  the  result  of  women  smoking  during  pregnancy.  The  danger  of 
smoking  during  pregnancy  is  real — smoking  doubles  the  risk  that  a 
baby  will  die — and  it  is  pervasive — there  are  around  900,000  in- 
fants born  each  year  to  smoking  mothers.  Many  of  these  infants 
are  adversely  affected. 

We  know  that  smoking  increases  a  woman's  chances  of  having 
an  underweight  baby.  Anyone  who  has  held  an  underweight  baby 
in  their  arms,  as  I  have,  realizes  what  a  tragedy  it  is  to  have  a 
child  begin  its  life  way  behind  the  starting  line.  It  is  all  the  more 
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tragic  when  smoking  is  the  cause,  because  smoking  is  avoidable.  As 
you  are  no  doubt  aware,  Medicaid  covers  much  of  the  cost  of  the 
hospital  care  that  is  required  for  low  birth  weight  babies  when 
they  are  born  to  very  low  income  mothers.  So  it  is  certainly  fair  to 
say  that  smoking  is  pushing  up  the  cost  of  that  program. 

We  know  that  elimination  of  smoking  among  child-bearing 
women  would  greatly  reduce  infant  mortality  and  many  other 
health  problems  and  their  associated  costs.  Accordingly,  my  De- 
partment conducts  a  number  of  programs  which  are  trying  to  de- 
velop educational  methods  that  can  be  used  to  reduce  smoking 
among  pregnant  women. 

For  example,  through  the  Smoking  Cessation  in  Pregnancy 
project  the  Centers  for  Disease  Control  is  providing  assistance  to 
States  to  develop  and  integrate  smoking  cessation  information  into 
public  prenatal  services.  If  the  development  of  these  educational 
methods  is  successful  then  they  can  be  applied  more  broadly. 

Smoking  among  young  people  is  a  special  concern  of  mine  that  I 
want  to  highlight  today.  Smoking  among  high  school  seniors  actu- 
ally declined  between  1976  and  1980.  But  since  1980  it  has  leveled 
off.  The  really  disheartening  news  is  that  some  1  million  teens 
start  smoking  each  year.  This  amounts  to  about  3,000  each  day. 
And  many  of  these  go  on  to  become  addicted  for  life. 

In  fact,  about  90  percent  of  adult  smokers  began  their  addiction 
as  children  or  adolescents.  So  the  conclusion  is  clear,  these  young 
smokers  account  for  almost  all  of  our  future  problems.  We  know 
that  the  younger  a  person  is  when  he  or  she  starts  to  smoke  the 
more  likely  he  is  to  become  a  long-term  smoker  and  to  develop 
smoking-related  diseases. 

Preventing  youngsters  from  taking  up  smoking  is  far  more  cost 
effective  than  treating  addiction  later  in  life;  and  certainly  far  less 
expensive  and  more  humane  than  treating  the  resulting  diseases 
from  smoking. 

As  long  as  a  significant  proportion  of  teens  views  smoking  as  de- 
sirable, adult  pleasure,  and  become  addicted  before  they  can  make 
a  mature  judgment,  we  will  never  succeed  in  eradicating  smoking. 

It  is  all  too  apparent  that  we  as  parents,  as  educators,  as  health 
officials,  and  as  legislators,  still  do  not  take  the  problem  of  smoking 
among  our  children  and  adolescents  as  seriously  as  we  should.  We 
allow,  for  example,  a  constant  barrage  of  cigarette  advertising  that 
portrays  smoking  as  safe,  sexy,  sophisticated — themes  which  appeal 
strongly  to  impressionable  adolescents.  And  we  have  found  it  con- 
venient to  look  the  other  way  as  cigarettes  are  openly  sold  to  our 
nation's  youth. 

As  with  so  many  other  health  issues,  tobacco  addiction  should  be 
attacked  with  prevention  measures,  and  this  means  that  we  should 
mount  a  vigorous  effort  to  discourage  our  children  and  youth  from 
ever  starting  to  smoke.  With  this  in  mind,  I  want  to  present  to  you 
today  a  new  initiative,  one  which  I  believe  has  the  potential  to 
make  a  great  contribution  towards  smoking  reduction  among 
youth. 

Last  March  I  asked  the  Inspector  General  in  my  Department  to 
assess  the  enforcement  of  State  laws  prohibiting  the  sale  of  ciga- 
rettes to  minors.  I  also  asked  my  staff  to  find  methods  that  the 
States  could  use  to  improve  the  enforcement  of  these  laws. 
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So  I  am  releasing  the  Inspector  General's  report  today.  I  would 
like  to  summarize  it  and  introduce  a  copy  of  the  report  for  the 
record,  Mr.  Chairman. 

The  Chairman.  That  will  be  done. 

[The  report  appears  in  the  appendix.] 

Secretary  Sullivan.  The  findings  in  this  report  boil  down  to  this 
simple  and  unacceptable  fact — our  children  can  easily  buy  ciga- 
rettes virtually  any  time  they  want  in  violation  of  the  law.  Clearly, 
something  has  to  change. 

Let  me  now  provide  to  you  the  highlights  of  this  report.  First,  44 
States  and  the  District  of  Columbia  have  laws  which  make  it  an 
offense  for  retailers  to  sell  cigarettes  to  minors.  However,  these 
laws  are  being  blatantly  ignored.  Of  the  44  States  with  such  laws, 
only  5  could  even  tell  our  investigators  how  many  violations  had 
been  identified  either  at  the  State  or  municipal  level.  These  five 
States  found  a  total  of  32  violations  in  1989  and  the  remaining 
States  simply  didn't  know.  Thus,  nationally  we  can  document  only 
32  violations  of  the  State  laws  while  we  know  that  almost  1  billion 
packs  of  cigarettes  are  illegally  sold  to  our  youngsters  each  year; 
this  is  truly  a  national  disgrace. 

Thirdly,  two-thirds  of  the  State  public  health  officials  reported 
that  there  was  virtually  no  enforcement  of  their  State  laws,  and 
most  of  the  rest  said  enforcement  was  minimal.  Because  most 
youth  access  laws  are  criminal  statutes  only  the  police  can  enforce 
them.  And,  of  course,  our  police  and  our  courts  are  already 
swamped  and  lack  the  resources  to  enforce  these  laws. 

Over  80  percent  of  both  students  and  adults  interviewed  by  our 
Inspector  General  reported  that  it  is  easy  for  youth  to  buy  ciga- 
rettes. Over  60  percent  of  the  vendors  agreed. 

As  you  can  see,  the  overall  enforcement  record  is  abysmal.  The 
Inspector  General,  however,  did  find  tiny  pockets  of  active  enforce- 
ment, mostly  local  communities  with  strong  and  enforceable  laws. 

The  report  identified  11  jurisdictions  where  officials  have  made 
serious  attempts  to  end  the  sale  of  cigarettes  to  minors.  These  ju- 
risdictions are  successfully  enforcing  their  laws  and  have  offered 
recommendations  for  even  better  performance. 

The  effective  enforcement  tools  include:  (1)  licensing  of  tobacco 
vendors  and  revocation  of  licenses  for  violations;  (2)  civil,  rather 
than  criminal,  penalties  for  violators;  and  (3)  bans  or  restrictions 
on  vending  machines.  Above  all,  these  communities  have  found 
that  leadership  by  government  officials,  accompanied  by  local  sup- 
port and  commitment,  are  vital. 

In  sum,  where  State  and  local  officials  work  at  it,  these  laws  can 
be  successfully  enforced.  We  all  agree  that  the  job  should  be  done; 
and  I  think  that  the  job  can  be  done,  Mr.  Chairman.  In  just  these 
few  communities  it  is  likely  that  thousands  of  youth  will  avoid  ad- 
diction and  will  have  longer,  healthier  lives. 

What  other  public  health  initiative  can  promise  such  results  at 
such  low  cost? 

I  also  asked  my  staff  to  use  the  experience  of  successful  and  not 
so  successful  enforcement  efforts  to  develop  a  model  law  which 
States  could  adopt.  And  today  I  am  releasing  the  "Model  Sale  of 
Tobacco  Products  to  Minors  Control  Act."  I  recommend  that  every 
State  in  the  union  consider  legislation  along  these  lines.  I  hope 
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that  the  nation's  Governors,  all  of  whom  are  certainly  interested  in 
practical  preventative  health  measures,  will  get  behind  legislation 
to  attack  this  critical  problem. 

We  will  be  working  with  the  leadership  of  the  National  Gover- 
nors Association  and  other  groups  to  assure  that  the  model  bill  is 
considered  in  each  and  every  State.  I  would  like  to  have  the  pro- 
posed legislation  introduced  in  to  the  record  at  this  point,  Mr. 
Chairman. 

The  Chairman.  That  will  be  done,  Mr.  Secretary. 
[The  information  appears  in  the  appendix.] 
Secretary  Sullivan.  Thank  you. 

The  main  features  of  the  proposed  model  law  are  as  follows: 
First,  it  would  create  a  licensing  system,  similar  to  that  used  to 
control  the  sale  of  alcoholic  beverages.  Thus,  a  store  could  sell  to- 
bacco to  adults  only  if  it  avoids  selling  to  minors.  Signs  stating  that 
sales  to  minors  are  illegal  would  be  required  at  all  points  of  sale. 
The  bill  would  establish  a  graduated  schedule  of  credible  penalties 
for  illegal  sales  so  that  store  owners  and  employees  face  a  punish- 
ment that  is  proportional  to  the  violation.  Those  who  comply  would 
only  pay  an  annual  license  fee. 

The  proposed  law  would  rely  primarily  on  civil  penalties  to  avoid 
the  time  delays  and  the  costs  of  the  court  system,  but  allow  use  of 
local  courts  to  assess  fines  similar  to  traffic  enforcement. 

The  bill  would  ban  the  use  of  vending  machines  to  dispense  ciga- 
rettes. This  provision  reflects  the  difficulty  of  preventing  illegal 
sales  from  these  machines.  Now,  in  recognition  of  the  economic 
impact  of  this  provision  on  vending  machine  owners,  States  may 
wish  to  consider  a  phased  approach,  leading  to  their  complete  ban. 

Now,  I  understand  that  these  measures  will  draw  the  usual  prot- 
estations of  innocence  and  benign  intention  from  the  tobacco  indus- 
try. But  the  fact  is  that  the  tobacco  merchants  profit  handsomely 
from  the  seduction  of  our  children  into  nicotine  addiction.  In  fact, 
according  to  a  study  newly  released  in  the  Journal  of  the  American 
Medical  Association  this  week,  the  tobacco  companies  earn  an  esti- 
mated $1.26  billion  annually  from  tobacco  sales  to  children, 
amounting  to  947  million  packs  of  cigarettes,  and  26  million  con- 
tainers of  smokeless  tobacco  sold  to  our  children. 

We  must  put  an  end  to  the  time  when  any  child  with  a  handful 
of  change  can  commence  the  slow  motion  suicide  that  has  taken 
the  lives  of  millions  of  Americans.  We  must  put  an  end  to  the  sac- 
rifice of  our  children  on  the  tobacco  merchants'  altar  of  profits. 

Mr.  Chairman,  this  proposal  represents  only  one  of  the  initia- 
tives that  we  are  taking.  You  are  well  aware  of  my  abiding  concern 
for  the  impact  smoking  is  having  on  women  and  minorities. 

I  look  forward  to  working  with  you  and  other  members  of  Con- 
gress to  promote  a  tobacco  free  lifestyle.  Unlike  many  of  the  issues 
which  this  committee  wrestles  with  each  year,  moreover,  smoking 
reduction  can  be  achieved  at  very  low  cost  to  Federal  or  State 
budgets.  Elimination  of  this  addictive  substance  will  do  more  to  en- 
hance the  quality  and  the  length  of  life  in  the  United  States  than 
any  other  step  that  we  could  take. 

I  would  be  happy  to  answer  questions,  Mr.  Chairman,  that  you  or 
other  members  of  the  committee  might  have.  Thank  you. 
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[The  prepared  statement  of  Secretary  Sullivan  appears  in  the  ap- 
pendix.] 

The  Chairman.  Thank  you  very  much,  Mr.  Secretary,  for  an  ex- 
cellent presentation. 

I  recall  a  study  some  years  back  that  said  that  for  people  who 
smoked  cigarettes  then  quit  the  relapse  rate  was  almost  identical 
to  heroin  addicts.  It  is  just  incredible  the  way  they  get  hooked.  And 
thinking  of  that  certainly  makes  me  believe  that  you  have  to  get  to 
these  young  people  at  a  very  early  age  to  keep  them  off  cigarettes 
and  convince  them  it  should  not  be  done.  That  is  why  I  think  your 
model  law  for  the  States  is  a  good  step  forward  and  I  will  do  every- 
thing I  can  to  assist  in  trying  to  talk  to  Governors  and  urging  the 
adoption  of  it. 

The  other  one,  your  testimony  on  the  effect  of  smoking  during 
pregnancy  for  women,  and  what  it  does  to  low  weight  birth  babies, 
and  the  problems  that  often  come  with  that — sometimes  physical, 
sometimes  mental.  It  is  difficult  for  me  to  understand  why  young 
females  seem  to  be  taking  up  cigarettes  more  than  young  men.  Do 
you  understand  it?  Can  you  tell  me  what  is  causing  that? 

Secretary  Sullivan.  Frankly,  Mr.  Chairman,  I  do  not  understand 
it.  I  believe  that  among  the  factors  is  the  fact  that  many  of  our 
young  women  during  child  bearing  years  really  do  not  know  or  un- 
derstand the  adverse  affects  of  smoking  on  their  pregnancy.  So 
that  is  why  I  have  been  so  outspoken  to  really  try  and  educate  the 
public  about  this.  It  is  inconceivable  to  me  that  a  mother  would 
knowingly  impair  her  pregnancy  and  impair  the  health  of  her  baby 
that  she  will  have,  and  impair  the  likelihood  of  that  baby  surviv- 
ing. 

So  I  believe  that  we  need  to  do  everything  that  we  can  not  only 
to  educate  our  young  citizens,  but  also  to  make  tobacco  less  avail- 
able to  minors.  This  action  will  really  send  a  message  to  our  young 
people  that  we  really  are  serious  about  this.  I  think  as  long  as  to- 
bacco is  easily  accessible  to  our  minors  then  certainly  in  the  adven- 
turesome spirit  that  is  part  of  youth,  the  message  they  receive  is 
that  this  really  is  not  important  or  is  not  hazardous.  But  I  think 
that  by  what  we  propose  in  our  model  legislation  we  will  help  to 
send  that  message,  as  well  as  to  continue  our  educational  efforts. 

The  Chairman.  Thank  you,  Mr.  Secretary. 

I  yield  to  my  colleague  from  New  Jersey  who  has  helped  lead  the 
way  in  try  to  find  ways  to  deter  or  decrease  smoking  in  this  coun- 
try. He  has  worked  at  it  diligently  and  effectively.  Senator  Brad- 
ley? 

Senator  Bradley.  Thank  you  very  much,  Mr.  Chairman. 

Mr.  Secretary,  let  me  compliment  you  on  your  testimony  and 
also  on  your — one  might  even  say — courageous  leadership  on  this 
issue.  You  have  a  lot  of  things  that  come  across  your  desk  and  you 
have  to  make  your  choices  about  what  is  important  to  the  health  of 
the  American  people.  I  think  it  is  not  only  noteworthy,  but  praise- 
worthy, that  you  have  chosen  to  take  as  a  central  issue  for  you  the 
need  to  reduce  the  consumption  of  tobacco  and  cigarette  smoking 
in  this  country. 

I  assume  you  do  that  because  you  are  concerned  about  the  health 
of  the  American  people,  and  particularly  young  people.  I  applaud 
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you  for  your  suggestion  today  with  the  Model  Sale  of  Tobacco  Prod- 
ucts to  Minors  Control  Act. 

It  seems  to  me  that  many  of  your  efforts  have  been  directed  at 
the  problem  that  you  actually  restated  today — that  is,  a  lack  of 
knowledge  on  the  part  of  the  public  that  even  after  all  of  the  stud- 
ies and  all  of  the  worK  that  people  still  do  not  understand  that 
smoking  kills;  and  that  the  400,000  people  who  die  every  year  in 
smoking-related  diseases,  that  message  is  not  getting  through. 

The  fact  that  34  percent  of  the  high  school  seniors  do  not  believe 
that  smoking  a  pack  a  day  was  dangerous  to  their  health  or  that 
nearly  a  third  of  the  women  of  child  bearing  age  do  not  know  that 
smoking  causes  still  births,  or  the  30  percent  of  the  smokers  who 
do  not  know  that  smoking  causes  heart  disease.  I  mean  those  sta- 
tistics on  the  one  hand  are  absolutely  shocking.  Your  efforts,  I 
think,  are  directed  at  the  point  of  let's  get  the  facts  to  the  public. 
Let's  get  the  facts  about  the  dangerous  health  effects  of  smoking  to 
the  public. 

Is  that  not  what  you  are  interested  in? 

Secretary  Sullivan.  That  is  correct.  Senator  Bradley. 

Senator  Bradley.  Let  me  ask  you,  what  has  been  the  most  star- 
tling thing  to  you  as  you  have  thought  about  this  issue? 

Secretary  Sullivan.  Well,  among  the  factors  that  I  think  are  in- 
creasingly impressive  is  the  whole  array  of  studies  that  are  coming 
forward  to  show  clearly  that  tobacco  is  a  substance  that  really  kills 
our  people.  As  you  know,  there  was  a  recent  study  that  has  now 
been  reported  showing  that  some  30,000  or  32,000  individuals  die 
every  year  from  heart  disease  caused  by  passive  smoking. 

Now  we  have  known  for  a  number  of  years  about  the  effects  of 
passive  smoking  in  causing  lung  cancer  where  the  number  of 
people  projected  to  die  each  year  from  cancer  due  to  passive  smok- 
ing is  around  3,000  or  3,500.  Here  we  have  10  times  as  many  who 
have  now  been  shown  to  die  from  heart  disease  due  to  passive 
smoking.  That  is  another  fact  that  I  emphasize  because  we  con- 
stantly here  the  issue  of  smokers'  rights. 

Well,  I  am  interested  in  the  rights  of  all  of  our  citizens.  When 
your  rights'  or  my  rights  or  others  rights  to  the  ability  to  breath 
free  air,  not  contaminated  by  toxins  and  poisons — when  that  right 
is  compromised  by  someone  else  in  the  room  or  next  to  me  on  an 
airplane— that  really  is  taking  a  right  away  from  me. 

Therefore,  I  certainly  was  very  pleased  and  want  to  commend 
you  and  the  other  members  of  the  Congress  for  the  legislation  that 
was  recently  implemented  concerning  smoking  on  airplanes. 

Senator  Bradley.  Now  if  I  could,  your  efforts  are  directed  at  get- 
ting messages  to  the  consuming  public  about  the  dangers  of  smok- 
ing. On  the  other  side  of  that  equation  there  is  the  tobacco  indus- 
try which  bombards  people  with  messages  that  they  should  smoke 
and  that  use  advertising  methods  to  convince  children  to  smoke. 
You  pointed  out  yourself  advertising  targeted  at  certain  segments 
of  the  population  in  a  kind  of  insidious  way  to  lure  them  into  the 
habit  so  that  you  have  a  lifetime  consumer. 

I  mean,  don't  you  think  that  it  would  be  wise  to  attempt  to,  if  we 
could,  put  the  full  cost  of  that  advertising  out  there  for  the  public 
to  in  some  way — is  there  any  reason  why  American  taxpayers 
should  subsidize  tobacco  advertising  at  $1  billion  a  year? 
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Secretary  Sullivan.  I  think  that's  certainly  a  very  good  ques- 
tion, Senator  Bradley,  because  of  the  fact  that  we  do  have  a  sub- 
stance that  causes  tremendous  death  and  disability  in  our  popula- 
tion. As  you  know,  I  am  charged  by  the  President  to  come  forward 
with  the  plan  concerning  changes  in  our  health  care  system.  One 
of  those  charges  is  to  contain  costs. 

I  maintain  that  for  us  to  get  there  from  where  we  are  now,  we 
have  to  have  a  significant  measure  of  prevention  and  changes  in 
the  health  behavior  of  our  population.  When  you  look  at  health 
promotion  and  disease  prevention,  the  number  one  cause  of  pre- 
ventable death  and  disability  in  our  society  is  use  of  tobacco. 

So  clearly,  we  cannot  have  it  both  ways.  We  cannot  continue  to 
abuse  our  bodies  with  cigarettes,  alcohol,  and  other  substances,  or 
by  not  using  seat  belts,  and  expect  to  be  able  to  have  a  health  care 
system  that  will  come  in  and  patch  us  up  and  still  contain  costs.  So 
clearly,  I  think  that  the  advertising  of  cigarettes,  which  really 
links  cigarettes  with  being  attractive,  successful,  wealthy,  and 
having  all  of  the  good  life,  is  a  false  message.  That  is  a  misleading 
message.  Smoking  has  absolutely  nothing  to  do  with  that.  In  fact, 
smoking  has  the  opposite  effect. 

I  maintain  that  our  tobacco  companies,  by  that  kind  of  juxtaposi- 
tion— and  also  by  trying  to  link  their  name  with  sporting  events, 
trading  on  the  image  of  good  health  that  professional  athletes 
convey — I  say  that  that  practice  is  not  only  irresponsible,  it  is  mis- 
leading. Smoking  has  nothing  to  do  with  being  an  NBA  player  or 
being  a  member  of  the  Football  Hall  of  Fame.  I  venture  to  say 
there  is  not  a  single  person  in  that  Hall  of  Fame  who  is  a  smoker. 
It  is  just  the  opposite. 

So  clearly,  I  think  that  that  kind  of  message,  that  is  not  only  por- 
traying a  product  to  the  public  that  is  harmful,  but  also  doing  it  in 
a  false  and  misleading  way,  indeed,  should  not  be  supported. 

The  Chairman.  Thank  you  very  much.  Senator. 

I  would  like  to  call  on  the  newest  member  of  this  committee,  we 
are  looking  forward  to  serving  with  him.  Senator  Breaux  of  Louisi- 
ana. 

OPENING  STATEMENT  OF  HON.  JOHN  BREAUX,  A  U.S.  SENATOR 
FROM  LOUISIANA 

Senator  Breaux.  Thank  you  very  much,  Mr.  Chairman.  Thank 
you  for  welcoming  me  to  the  committee  as  well.  I  am  delighted  to 
be  able  to  serve  and  hope  to  do  the  committee  justice. 

Thank  you,  Mr.  Secretary.  This  is  the  second  time  we  have  met 
this  morning.  We  were  with  a  different  committee  earlier  on  and  I 
appreciate  being  with  you  again. 

Let  me  follow  up  on  something  that  you  said.  You  mentioned  in 
your  testimony  something  about  we  cannot  have  it  both  ways.  But 
I  am  concerned  at  what  I  am  hearing  from  the  administration  is  an 
attempt  to  in  fact  have  it  both  ways.  Because  in  the  past  we  have 
had  Special  Trade  Representative,  now  Secretary  of  Agriculture, 
fight  for  trade  sanctions  against  countries  that  do  not  allow  U.S. 
tobacco  products  to  be  exported  into  their  country.  We  have  a  De- 
partment of  Agriculture  which  aggressively  supports  and  defends  a 
price  support  program  for  tobacco  programs.  We  have  trade  repre- 
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sentatives  who  have  fought  for  the  right  to  advertise  tobacco  prod- 
ucts in  other  countries  which  were  prohibiting  our  advertising  of 
those  products. 

And  yet  now  you  again  on  behalf  of  the  Administration  is  trying 
to  make  a  very  eloquent  case,  and  you  do  so,  about  the  inherent 
evils  in  the  program  that  other  Departments  of  our  own  govern- 
ment are  in  fact  trying  to  fight  to  promote.  It  seems  to  me  listening 
that  we  are  trying  to  have  it  both  ways  on  behalf  of  the  adminis- 
tration. Can  you  tell  me  why  that  is  not  true? 

Secretary  Sullivan.  Yes,  Senator  Breaux.  I  would  say  that  that 
is  not  a  correct  characterization  because  of  this  fact.  Clearly,  I 
think  that  the  questions  you  raise  are  very  legitimate  and  appro- 
priate ones  about,  for  example,  our  trade  policy.  This  is  an  issue 
about  which  our  trade  representative  and  I  have  had  discussions.  I 
have  been  assured  by  Ms.  Hills  that  our  program  or  our  policy  con- 
cerning our  trade  with  other  nations  is  this,  so  far  as  tobacco  is 
concerned:  Those  nations  who  wish  to  mount  an  anti-tobacco  effort, 
we  will  support  them.  We  will  work  with  them.  We  will  offer  them 
not  only  technical  assistance,  but  the  experience  that  we  have  had 
here. 

The  issue  that  our  trade  representative  has  put  forward  to  other 
nations  is  one  of  equity.  The  fact  is,  tobacco  is  a  legal  product  even 
though  it  causes  all  of  the  problems  that  I  have  alluded  to.  But,  we 
open  our  borders  to  importation  of  cars  and  stereos  and  computer 
chips  and  other  products  from  other  nations  because  we  have  a 
market  here  and  we  allow  those  nations  that  produce  those  prod- 
ucts to  have  access  to  our  markets. 

The  nations  where  we  have  had  those  trade  discussions  are  na- 
tions that  already  have  their  own  tobacco  market;  and,  in  fact,  one 
of  those  nations  that  is  protesting  very  highly  this  issue  actually 
imports  cigarettes  that  they  produce  to  other  countries  in  South- 
east Asia. 

Senator  Breaux.  The  point  I  am  making — I  appreciate  your  dis- 
cussion on  it.  But  it  seems  like  you  are  advocating  restrictions  on 
advertising  of  tobacco  products  over  here  and  yet  other  Depart- 
ments of  our  own  government  are  fighting  to  open  up  the  ability  to 
advertise  those  very  same  products  in  foreign  countries.  I  mean 
that  is  really  a  fact.  I  mean  they  are  actively,  aggressively  seeking 
to  open  up  markets  for  U.S.  tobacco  products— for  the  right  to  sell 
them,  the  right  to  advertise  them  in  foreign  countries,  with  the  ag- 
gressive support  of  our  own  Departments  over  here. 

And  yet  your  Department  is  doing  the  exact  opposite  in  this 
country.  To  me,  it  seems  like  we  ought  to  get  a  consistent  policy, 
whatever  it  is  going  to  be.  There  are  others  that  are  doing  exactly 
opposite  in  the  Cabinet  than  you  are  saying  you  are  trying  to  do  up 
here. 

Secretary  Sullivan.  Let  me  correct  that  impression.  Senator 
Breaux.  One  nation  in  particular,  the  nation  of  Thailand,  is  one 
nation  that  has  been  in  the  news  a  lot  recently.  I  am  told  that  ini- 
tially in  our  trade  representative's  discussions  with  Thailand,  the 
question  of  advertising  was  one  of  the  concerns.  That  has  long 
since  been  dropped.  That  is,  our  trade  representative  is  not  insist- 
ing on  advertising  in  that  country  of  American  products. 
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My  position  is  not  to  restrict  advertising.  I  think  advertising 
should  be  accurate  and  should  be  fair.  I  maintain  that  the  images 
that  are  used  by  the  tobacco  companies  in  their  advertising  cam- 
paigns are  misleading.  I  think  you  have — I  think  you  have  right 
here  before  you  in  this  poster — a  very  good  example  of  that. 

So  the  tobacco  companies  also  look  at  the  public  notification 
about  that,  versus  the  affect  of  tobacco.  The  rest  of  that  picture  is 
in  brilliant,  beautiful  color.  The  Surgeon  General's  notice  is  in 
black  and  white  in  a  small  box  down  at  the  bottom  in  small  type.  I 
cannot  read  that  from  here,  but  I  can  read  all  the  other  things. 

That  is  misleading  advertising  because  the  important  health 
message  in  that  poster  is  really  very  hard  to  see  it.  That's  what  I 
mean  about  misleading,  inappropriate  advertising. 

The  Chairman.  If  I  could  interrupt  just  a  minute,  Senator.  We 
have  a  vote.  I  would  like  to  let  Senator  Daschle  make  a  comment 
and  then  we  would  be  able  to  release  Dr.  Sullivan;  and  then  we 
have  two  votes  back  to  back,  so  we  would  have  to  stand  in  recess 
until  11:30.  And,  Dr.  Sullivan,  then  you  could  get  on  to  your  other 
responsibilities. 

OPENING  STATEMENT  OF  HON.  THOMAS  A.  DASCHLE,  A  U.S. 
SENATOR  FROM  SOUTH  DAKOTA 

Senator  Daschle.  Mr.  Chairman,  thank  you  very  much.  I  want 
to  associate  myself  with  the  remarks  of  our  newest  member,  espe- 
cially some  of  the  comments  and  questions  that  he  has  made  in 
regard  to  "having  it  both  ways." 

I  had  another  thought  in  mind  in  coming  to  the  committee  this 
morning.  It  is  to  talk  about  something  that  deeply  concerns  my 
people  in  South  Dakota.  We  are  very  proud  of  the  rich  diversity  we 
have  in  our  State.  We  have  the  largest  Indian  population  per 
capita  of  any  State  in  the  country,  and  we  are  currently  celebrat- 
ing a  year  of  reconciliation  in  South  Dakota.  We  have  had  a  lot  of 
differences,  some  significant  problems  among  our  people  over  the 
last  hundred  years,  and  at  long  last  we  are  trying  to  reconcile 
those  differences. 

We  are  proud  of  the  fact  that  we  have  an  association  with  Indian 
culture  and  the  contribution  that  that  culture  has  made  to  the 
State  of  South  Dakota.  Part  of  that  contribution  comes  from  the 
great  Sioux  language.  In  fact,  we  derive  our  State's  name  from  the 
Sioux  language.  Dakota  means  friend.  We  are  proud  of  that  name. 

That  is  why  we  are  outraged  at  the  thought  that  anybody  could 
throw  that  proud  name  on  a  package  of  cigarettes.  This  year  of  rec- 
onciliation has  done  one  thing  that  we  have  not  been  able  to  do  in 
a  hundred  years— united  Indians  and  non-Indians  alike.  All  700,000 
people  are  marching  in  unison  for  the  first  time  in  history.  It  is  in 
that  unanimous  fashion,  Mr.  Secretary,  that  Indians  and  non-Indi- 
ans alike  are  furious  at  this  marketing  scam  that  is  going  on  right 
now.  We  want  it  stopped. 

South  Dakotans  should  not  be  the  only  ones  who  want  this  kind 
of  outrageous  promotional  act  stopped.  If  it  is  Dakota  today,  is  it 
Texas  tomorrow?  Is  it  Hawaii  tomorrow?  Is  it  California?  Where 
does  it  stop?  Maybe  we  will  have  an  Indian  brand  some  day. 
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Mr.  Secretary,  you  have  shown  us  some  real  leadership  when  you 
helped  to  stop  the  marketing  of  Uptown  cigarettes  and  I  just  hope 
you  will  do  the  same  thing  with  Dakota  cigarettes.  It  is  outrageous. 
It  is  the  most  flagrant  violation  of  the  name  that  we  have  seen  in  j 
100  years.  It  has  to  be  stopped  one  way  or  another  and  we  are  / 
going  to  do  it. 

Secretary  Sullivan.  Thank  you,  Mr.  Daschle.  I  certainly  support 
your  outrage.  I  share  your  outrage  there.  Because  that  particular 
cigarette,  in  addition  to  appropriating  the  good  name  of  the  States 
of  North  and  South  Dakota,  also  is  a  cigarette  that  was  being,  I 
think,  disgracefully  marketed  toward  poorly  educated  young,  white 
women. 

The  reason  for  that  is  that  is  the  one  population  group  in  our 
society  where  smoking  is  increasing.  Now  somehow  the  tobacco 
companies  cannot  figure  out  that  what  they  are  doing  is  inducing 
our  young  people  to  smoke,  but  they  have  reams  of  data  to  know 
where  precisely  to  target  their  product  with  this  Dakota  brand. 

So  I  think  that  when  you  speak  of  having  it  both  ways,  the  tobac- 
co companies  have  had  it  both  ways  for  many  years.  I  think  that 
this  committee,  and  the  Congress,  and  certainly  we  in  the  adminis- 
tration should,  indeed,  put  a  stop  to  that. 

The  Chairman.  Thank  you,  Mr.  Secretary.  I  have  pushed  us  to 
our  limits  on  the  time  we  have  to  make  that  vote.  So  we  will  now 
stand  in  recess  until  11:30. 

Thank  you,  Mr.  Secretary.  We  appreciate  having  you. 

Secretary  Sullivan.  Thank  you. 

[Whereupon,  the  hearing  recessed  at  11:10  a.m.  and  resumed  at 
11:32  a.m.] 

The  Chairman.  If  you  will  please  cease  conversation  and  take 
your  seats.  This  hearing  has  been  reconvened. 

Our  first  panel  will  be  Jonathan  Klein,  a  pediatrician  at  the  Uni- 
versity of  North  Carolina,  testifying  on  behalf  of  the  American 
Academy  of  Pediatrics;  Hon.  Charles  Whitley,  senior  consultant  for 
the  Tobacco  Institute,  Washington,  DC;  Dr.  John  Gates,  professor  of 
medicine  and  chairman  of  the  department  of  medicine  at  Vander- 
bilt  University,  testifying  on  behalf  of  Coalition  on  Smoking  OR 
Health. 

STATEMENT  OF  JONATHAN  D.  KLEIN,  M.D.,  PEDIATRICIAN,  UNI- 
VERSITY OF  NORTH  CAROLINA  AT  CHAPEL  HILL,  CHAPEL 
HILL,  NC 

Dr.  Klein.  Good  morning,  Mr.  Chairman.  Thank  you.  My  name 
is  Jonathan  Klein.  I  am  an  instructor  in  Pediatrics  at  the  Universi- 
ty of  North  Carolina  at  Chapel  Hill.  I  would  ask  your  permission  to 
submit  some  additional  background  material  for  the  record  as  well. 

[The  material  referred  to  above  and  Dr.  Klein's  prepared  state- 
ment appear  in  the  appendix.] 

Dr.  Klein.  It  is  a  privilege  to  appear  before  you  today  on  behalf 
of  the  American  Academy  of  Pediatrics,  whose  39,000  members  are 
committed  to  the  promotion  of  infant,  child  and  adolescent  health. 
My  colleagues  around  the  country  and  I  are  deeply  concerned 
about  the  serious  health  hazards  to  children  that  result  from  tobac- 
co smoking.  Children  who  live  in  homes  with  smokers  are  involun- 
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tarily  exposed  to  smoke.  This  passive  smoking  results  in  a  variety 
of  health  hazards,  including  more  lung  infections,  more  chronic 
respiratory  diseases  and  more  lung  cancer. 

The  Academy  strongly  supports  legislative  initiatives  to  elimi- 
nate or  reduce  the  exposure  of  children  to  tobacco  smoke  and  to 
encourage  children  not  to  smoke.  The  hazards  of  smoking  for  chil- 
dren begin  even  before  birth.  The  30  percent  of  women  who  smoke 
during  pregnancy  have  increased  risk  of  spontaneous  abortion,  low 
birth  weight  and  fetal  death,  and  their  children  are  more  likely  to 
die  during  the  neonatal  period  too. 

Elimination  of  smoking  during  pregnancy  must  be  part  of  nation- 
al and  regional  efforts  to  reduce  the  incidents  of  infant  mortality 
and  low  birth  weight.  Because  of  their  dependence  on  adults,  chil- 
dren and  infants  have  inescapable  risks  of  passive  smoke  inhala- 
tion. Children  exposed  to  tobacco  smoke  have  an  increased  frequen- 
cy of  lower  respiratory  track  infection.  Numerous  studies  have 
found  that  bronchitis,  ear  infections,  pneumonia  and  potentially 
fatal  respiratory  syncitial  virus  lung  infections  occur  more  often  in 
the  children  of  parents  who  smoke  than  in  children  of  parents  who 
do  not  smoke. 

Furthermore,  the  frequency  of  these  infections  increases  with  the 
amount  of  exposure.  Children  who  live  with  two  adults  who  smoke 
have  more  infections  than  those  who  live  with  only  one.  The  prob- 
lems associated  with  these  exposures  result  in  more  disability  days 
for  these  children;  it  also  results  in  more  frequent  and  longer  hos- 
pitalizations and  higher  overall  death  rates. 

Another  hazard  that  the  children  of  smokers  face  is  that  of  death 
or  disability  due  to  fires.  It  has  been  estimated  that  cigarettes  are 
the  cause  of  30  to  40  percent  of  all  house  fires,  resulting  in  several 
thousand  preventable  deaths  each  year. 

Passive  smoking  also  has  long-term  health  effects  on  children. 
Children  whose  parents  smoke  have  decreased  lung  function  and 
less  lung  growth  compared  with  children  of  nonsmokers.  They  have 
an  increased  frequency  of  chronic  respiratory  symptoms,  especially 
persistent  wheezing.  And  recent  evidence  from  the  National  Health 
Interview  Survey  found  that  maternal  smoking  is  associated  with 
higher  rates  of  asthma  and  more  severe  asthma,  too. 

Studies  from  the  NIH  have  also  shown  a  significant  relationship 
between  lifetime  exposure  to  passive  smoke  and  lung  cancer  risk. 
This  risk  is  greatest  for  those  people  whose  exposure  to  passive 
smoke  began  during  childhood.  In  addition,  as  Secretary  Sullivan 
mentioned,  new  evidence  reported  this  week  conclusively  shows 
that  involuntary  exposure  to  cigarette  smoke  also  results  in  a  pre- 
disposition to  developing  heart  disease. 

The  Surgeon  General  has  estimated  that  6  million  teenagers 
smoke  and  another  100,000  children  less  than  13  years  of  age  also 
smoke.  Young  people  whose  parents  smoke  are  almost  twice  as 
likely  to  smoke  cigarettes  as  those  whose  parents  do  not.  Many  cig- 
arette advertising  campaigns  incorporate  youthful  symbols  in  chil- 
dren's role  models,  and  there  is  mounting  scientific  evidence  that 
cigarette  advertising  and  promotion  does,  in  fact,  influence  young 
people  to  smoke. 

Smokeless  tobacco — snuff  and  chewing  tobacco — is  also  increas- 
ing among  children  and  adolescents.  Smokeless  tobacco  is  a  proven 


18 


human  carcinogen  and  has  a  high  potential  for  addiction  to  nico- 
tine. Widespread  and  carefully  targeted  campaigns  promote  the 
mistaken  notion  that  smokeless  tobacco  is  safe.  It  is  advertised  fre- 
quently and  has  been  distributed  free  of  charge  to  youngsters  at 
sporting  events  and  rock  concerns.  Prominent  athletes,  musicians 
and  other  teen  role  models  are  often  involved  in  its  promotion. 

A  1981  report  concluded  by  the  FTC  concluded  that  cigarette  ad- 
vertising may  be  deceptive  because  its  themes  and  imagery  have  a 
capacity  or  even  a  tendency  to  deceive.  For  example,  many  ciga- 
rette ads  attempt  to  allay  public  anxieties  about  the  hazards  of 
smoking.  Some  advertisements  associate  smoking  with  good  health, 
athlete  vigor,  social  or  professional  success  and  other  attractive 
ideas. 

The  cigarette  is  portrayed  as  an  integral  part  of  youth,  happi- 
ness, attractiveness,  personal  success  and  an  active,  vigorous  life- 
style. As  recently  reported  by  the  Centers  for  Disease  Control,  the 
ban  on  radio  and  TV  advertising  has  resulted  in  a  shift  to  other 
promotional  devices,  including  sporting  events,  free  samples,  dis- 
count coupons  and  prominent  displays  in  motion  picture  produc- 
tions. And  much  of  the  advertising  of  cigarette  companies  is  direct- 
ed towards  adolescence.  Higher  excise  taxes  on  cigarettes  have 
been  shown  to  be  an  effective  deterrent  in  the  purchase  of  tobacco 
products. 

And  most  importantly  though,  research  from  the  University  of 
Michigan  has  shown  us  that  children  and  youth  are  more  sensitive 
to  price  than  are  adults.  Adolescents  smoke  less  when  the  price  of 
a  pack  of  cigarettes  goes  up.  Increasing  tobacco  excise  tax  or  forc- 
ing manufacturers  to  bear  the  full  cost  would  result  in  fewer  chil- 
dren smoking. 

The  Academy  believes  that  health  hazards  of  involuntary  smok- 
ing are  of  sufficient  importance  that  they  require  national  leader- 
ship now.  The  Academy  believes  we  must  do  everything  possible  to 
eliminate  the  exposure  of  children  to  tobacco.  Since  1986  we  have 
formally  supported  a  ban  on  all  forms  of  advertising,  in  all  media, 
for  all  tobacco  products.  But  short  of  that  we  would  support  legisla- 
tive efforts  to  relieve  taxpayers  from  underwriting  the  costs  of  ad- 
vertising tobacco  products. 

Campaigns  specifically  designed  to  influence  young  people  and 
the  sale  of  tobacco  products  to  young  people  must  stop.  The  Acade- 
my encourages  Congress  to  require  counter  advertisements,  and  we 
also  support  increasing  the  excise  tax. 

Thank  you  very  much.  I  would  be  happy  to  answer  any  ques- 
tions. 

The  Cmairman.  Surely. 

We  will  proceed  with  the  rest  of  the  panel.  Mr.  Whitley,  who  is 
the  Senior  Consultant  for  the  Tobacco  Industry.  Mr.  Whitley? 

STATEMENT  OF  CHARLES  O.  WHITLEY,  SENIOR  CONSULTANT, 
THE  TOBACCO  INSTITUTE,  WASHINGTON,  DC,  ACCOMPANIED 
BY  LARRY  C.  HOLCOMB,  PH.D.,  ENVIRONMENTAL  TOXICOLO- 
GIST 

Mr.  Whitley.  Thank  you  very  much,  Mr.  Chairman,  for  this  op- 
portunity to  appear  before  you  and  to  speak  on  behalf  of  the  tobac- 
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CO  industry  on  many  of  the  issues  that  have  been  covered  this 
morning. 

The  committee's  press  release  indicated  that  the  hearing  would 
cover  monetary  and  social  cost  and  alternative  approaches  to  help 
discourage  young  people  from  starting  to  smoke.  One  of  the  things 
I  will  cover,  and  I  hope  the  Chairman  can  indulge  me  with  a  brief 
time,  is  the  tobacco  industry's  initiatives  to  discourage  youth  from 
smoking.  And  I  would  also  like  to  comment  at  some  length  on  some 
of  the  specifics  of  Dr.  Sullivan's  proposal  and  other  aspects  of  his 
testimony. 

Let  me  say,  Mr.  Chairman,  that  prior  to  the  hearing  this  morn- 
ing we  had  not  seen  a  copy  of,  and  still  have  not  seen  a  copy  of,  Dr. 
Sullivan's  specific  Model  Law  that  he  says  he  will  propose  to  the 
States. 

The  Chairman.  Let  me  say,  Mr.  Whitley,  you  will  have  to 
comply  with  the  time  limitations  as  everyone  else.  But,  we  will  let 
you  submit  additional  information  and  once  you  have  seen  the 
Model  Law  as  proposed  by  the  Secretary  to  add  further  evidence  to 
the  record  from  your  standpoint. 

Mr.  Whitley.  Thank  you,  Mr.  Chairman.  Let  me  say  briefly  that 
his  model  appears  to  be  copied  very  closely  from  restrictions  on  the 
sale  of  alcoholic  beverages.  The  Federal  Government  didn't  just  use 
moral  suasion  as  apparently  he  plans  to  do  with  the  States  to  urge 
adoption  of  his  code,  but  as  the  Chairman  knows  Congress  used  the 
threat  of  withholding  Federal  funds  to  require  the  States  collective- 
ly and  individually  to  adopt  21  as  a  minimum  age  at  which  you  can 
buy  alcohol.  All  alcohol  is  sold  by  dealers  under  a  licensing  set-up 
of  the  type  he  is  apparently  proposing. 

So  you  would  think  that  if  his  proposal  actually  had  great  poten- 
tial to  reduce  smoking  among  youth  that  you  would  have  had  great 
reduction  in  drinking  by  youth.  But  the  Chairman  knows,  as  we 
know,  that  the  most  recent  surveys  of  high  school  students  have 
produced  good  news  and  bad  news.  The  good  news  is  that  the  use  of 
illegal  drugs — marijuana,  cocaine  and  the  like — is  down.  But  the 
most  recent  surveys  indicate  that — alcohol  has  become  the  drug  of 
choice — and  the  use  of  alcohol  by  teenagers  is  up. 

So  the  very  type  of  thing  that  he  proposes  there  has  not  worked 
in  relation  to  alcohol.  Now  the  Secretary  has  a  good  idea  in  the 
general  area  of  increased  education.  We  have  been  involved  in 
that,  Mr.  Chairman,  in  the  past,  our  industry  has.  We  expect  to 
continue  to  be  involved  in  it  in  the  future.  We  have  distributed 
over  700,000  copies  of  publications  in  connection  with  a  cooperative 
effort  with  the  State  Association  of  School  Boards,  made  them 
available  to  parents,  teachers,  others  who  deal  with  young  people, 
giving  ideas  on  how  to  counsel  young  people  in  this  area  of  making 
the  right  lifestyle  choices  and  particularly  making  the  choice  not  to 
smoke. 

We  have  been  accused  of  targeting  our  advertisement  to  youth. 
That  is  not  true,  Mr.  Chairman.  We  have  adhered  to  our  Code.  We 
do  not  advertise  in  any  publications  that  are  directed  primarily  to 
young  people  under  21  years  of  age.  The  two  publications  that  were 
mentioned  this  morning — People  Magazine,  Sports  Illustrated — the 
overwhelming  majority  of  the  readership  of  those  publications  are 
adults  and  not  children. 
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Mr.  Chairman,  it  has  been  said  that  existing  laws  are  not  being 
enforced.  The  Chairman  knows  that  laws  that  have  popular  public 
support  are  enforced.  Those  that  do  not  have  popular  public  sup- 
port are  rarely  enforced.  The  Chairman  knows  that  the  Federal 
Government  has  forced  the  States  to  adopt  speed  limits.  And  in 
areas  like  maybe  the  western  part  of  your  State  where  you  have 
long,  wide  stretches  of  highway,  the  laws  are  not  popularly  sup- 
ported and  they  are  simply  not  enforced. 

Now  in  areas  where  there  has  been  popular  support  for  enforce- 
ment of  the  laws  against  selling  cigarettes  to  minors,  for  example, 
in  Utah — the  report  that  the  Secretary  referred  to,  has  shown  that 
in  the  State  of  Utah  there  were  over  4300  citations  issued  against 
teenage  purchases  of  cigarettes,  or  against  dealers  who  sold  to  teen- 
agers. 

So  clearly,  Mr.  Chairman,  the  extent  to  which  local  laws  are 
being  enforced  depends  on  the  support  at  the  public  level  for  it. 
And  again  the  idea  of  additional  education  of  parents  and  young 
people  as  to  the  hazards  of  smoking  would  be  very  helpful.  Certain- 
ly our  industry  does  not  encourage  and  in  fact  discourages  young 
people  from  smoking  in  a  variety  of  ways.  We  are  currently  review- 
ing all  of  our  policies  in  that  regard.  We  would  anticipate  in  the 
near  future  we  are  going  to  expand  our  own  education  effort. 

The  testimony  you  have  heard  said  that  young  people  are  sensi- 
tive to  price.  If  you  put  on  high  taxes,  they  won't  buy  cigarettes. 
Well  the  truth  is,  in  New  England,  which  has  the  highest  average 
total  cost  of  cigarettes  anywhere  in  the  country,  the  consumption  is 
one  of  the  highest  in  the  country  among  teenagers. 

Senator  Bradley's  bill  was  mentioned  earlier.  And  the  notion 
that  somehow  something  you  don't  tax  you  are  subsidizing.  We  do 
not  understand  why  our  industry  in  that  regard  is  different  from 
all  others.  We  believe  that  Senator  Bradley's  bill  which  would  not 
permit  us  to  write  off  the  cost  of  doing  business  as  every  other  in- 
dustry writes  off  the  cost  of  doing  business  would  be  contrary  to 
the  Constitution. 

Mr.  Chairman,  we  are  submitting  a  legal  brief  from  the  firm  of 
Covington  &  Burling  in  that  connection.  I  would  like  to  ask  that  it 
be  made  part  of  the  record. 

The  Chairman.  That  will  be  done. 

[The  information  appears  in  the  record.] 

Mr.  Whitley.  Also  that  Dr.  Holcomb,  who  is  accompanying  me, 
that  his  statement  be  made  a  part  of  the  record. 
The  Chairman.  That  will  be  done. 

Mr.  Whitley.  We  have  a  statement  by  Jolly  Ann  Davidson  in 
connection  with  our  efforts  in  youth  education;  and  I  would  also 
like  to  ask  that  that  be  accepted  for  the  record. 

Thank  you,  Mr.  Chairman. 

The  Chairman.  Mr.  Whitley,  that  will  be  done.  I  think  you  are 
going  to  need  all  you  can  get.  [Laughter.] 

[The  prepared  statements  of  Dr.  Holcomb,  Jolly  Ann  Davidson, 
and  Mr.  Whitley  appear  in  the  appendix.] 

The  Chairman.  Dr.  Gates,  we  are  delighted  to  have  you.  He  is  a 
professor  of  medicine  and  chairman  of  the  department  of  medicine, 
Vanderbilt  University. 

Dr.  Gates? 
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STATEMENT  OF  JOHN  OATES,  M.D.,  PROFESSOR  OF  MEDICINE 
AND  CHAIRMAN,  DEPARTMENT  OF  MEDICINE,  VANDERBILT 
UNIVERSITY,  NASHVILLE,  TN 

Dr.  Oates.  Thank  you,  Mr.  Chairman. 

The  principal  fact  about  cigarettes  is  simple  and  it  is  shocking. 
An  estimated  390,000  Americans  will  needlessly  die  this  year  from 
the  nation's  most  preventable  cause  of  death,  which  is  cigarette 
smoking. 

Today  I  represent  the  American  Cancer  Society,  the  American 
Heart  Association,  and  the  American  Lung  Association,  acting 
jointly  as  the  Coalition  on  Smoking  OR  Health.  These  three  organi- 
zations, which  comprise  the  coalition,  commend  the  committee  on 
Finance  for  convening  this  hearing  regarding  the  health  impact 
and  the  financial  impact  of  smoking. 

Each  of  our  organizations  has  devoted  great  portions  of  our  re- 
sources in  our  efforts  to  discourage  cigarette  smoking.  In  Washing- 
ton the  three  associations  have  worked  together  pursuing  legisla- 
tive initiatives  and  the  furtherance  of  their  health  promotion  and 
disease  prevention  mission. 

Let  me  immediately  address  the  two  primary  issues  which  are 
the  focus  of  this  hearing.  The  first  is  the  health  impact  of  smoking. 
As  a  physician  I  have  personally  witnessed  the  suffering  and  the 
death  that  the  tobacco  industry  has  inflicted  on  my  patients.  I  have 
seen  many  lives  needlessly  lost.  I  have  observed  the  horrors  that 
tobacco  can  work  on  the  human  body,  as  well  as  the  pain  that  is 
borne  by  the  survivors  of  victims  of  cigarettes. 

It  is  impossible  to  fully  describe  to  you  the  magnitude  of  these 
human  tragedies.  I  will  share  with  you  the  evidence.  Each  day 
more  than  1,000  people  will  die  from  tobacco  use.  That  is  the  equiv- 
alent of  nearly  three  loaded  jumbo  jets  crashing  with  no  survivors 
every  day.  Most  of  these  victims  of  tobacco  will  die  from  one  of 
three  diseases — cancer,  cardiovascular  disease  or  chronic  obstruc- 
tive lung  disease. 

There  is  now  an  epidemic  of  lung  cancer.  And  it  is  growing.  Ciga- 
rette smoking  is  responsible  for  83  percent  of  all  lung  cancers  and 
30  percent  of  all  cancer  deaths.  Thousands  of  passive  smokers — 
that  is,  people  who  do  not  smoke  but  inhale  the  smoke  of  smokers 
who  surround  them — will  also  die  of  cancer.  Lung  cancer  has  sur- 
passed breast  cancer  as  the  number  one  cancer  killer  among 
women. 

Cardiovascular  disease  is  the  number  one  cause  of  death  in  the 
United  States,  and  cigarette  smoking  is  one  of  the  major  independ- 
ent risk  factors  for  heart  attack.  And  further,  it  augments  the  risk 
produced  by  other  risk  factors.  The  smoker's  risk  of  heart  attack  is 
more  than  twice  that  of  nonsmokers  and  their  risk  of  sudden  death 
is  even  greater.  And  this  risk  rises  as  the  amount  of  smoking  in- 
creases. 

Approximately  80  to  90  percent  of  all  chronic  obstructive  lung 
disease  deaths  are  attributable  to  cigarette  smoking  as  is  the 
misery  of  shortness  of  breath  that  these  individuals  suffer  before 
they  die. 

In  terms  of  the  financial  impact  of  smoking,  no  dollar  value  can 
be  placed  on  the  lives  that  are  lost  yearly  as  a  result  of  cigarette 
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smoking.  Yet  we  do  know  that  our  country  spends  billions  of  dol- 
lars annually  in  treating  tobacco-related  illnesses  and  that  the 
economy  loses  billions  more  as  a  result  of  lost  productivity  from  ill 
smokers. 

Secretary  Sullivan  has  mentioned  this  data  but  it  is  worth  em- 
phasizing. The  United  States  spends  an  estimated  $52  billion  annu- 
ally in  treating  smoking-related  illnesses.  Compared  with  the  cur- 
rent 16  cent  excise  tax,  the  health  care  costs  of  smoking  equate  to 
about  $1.80  per  pack  of  cigarettes,  and  that  does  not  even  include 
the  other  economic  costs  of  smoking. 

Of  course  health  care  costs  are  borne  by  the  Federal  Govern- 
ment. An  analysis  by  the  Office  of  Technology  Assessment  in  1985 
estimated  that  the  Federal  Government  spent  somewhere  between 
$2.1  and  $6.6  billion,  with  a  middle  estimate  of  $4.2  billion,  in  treat- 
ing smoking-related  illnesses  through  Medicare  and  Medicaid  pro- 
grams. Adjust  these  figures  to  1990  dollars  and  the  smoking-related 
health  care  costs  borne  by  the  Federal  Government  is  undoubtedly 
much  higher. 

While  each  of  us  is  being  forced  to  bear  the  enormous  costs  asso- 
ciated with  smoking,  the  tobacco  industry  is  spending  more  than  $3 
billion  annually  advertising  and  promoting  its  products.  This  ad- 
vertising is  subsidized  by  the  Federal  Government.  The  industry 
maintains  its  advertisements  are  solely  intended  to  encourage 
those  who  already  smoke  to  switch  brands. 

I  would  like  to  draw  your  attention  to  one  ad  which  is  contained 
in  our  submitted  testimony.  This  ad  done  in  cartoon  format  in- 
structs hesitant  coupon  redeemers,  translate  teenagers,  to  call 
upon  a  friend  or  a  kind  looking  stranger  to  redeem  a  free  pack  of 
cigarettes  for  them.  Can  anyone  believe  that  this  is  aimed  at 
anyone  but  underage  youth? 

Unfortunately,  in  an  environment  in  which  children  have  free 
access  to  tobacco  products  the  industry's  efforts  are  having  success. 
Fully  90  percent  of  all  tobacco  users  will  initiate  their  habits  while 
teenagers  or  younger.  Those  children  who  begin  to  smoke  will 
smoke  their  first  cigarette  at  an  early  age.  One  in  10  of  8th  grade 
smokers  will  have  smoked  their  first  cigarette  at  grade  4  of  below. 

Mr.  Chairman,  it  is  these  young  children  about  whom  I  am  con- 
cerned. Those  who  become  addicted  to  cigarettes  in  their  childhood 
lose  their  freedom  of  choice.  As  adults  they  remain  addicted  to  to- 
bacco and  often  fall  victim  to  premature  death.  This  committee  has 
the  ability  to  save  millions  of  lives.  We  know  children  are  the  most 
price  sensitive  consumers  of  tobacco  products.  By  increasing  the 
Federal  cigarette  excise  tax  you  will  discourage  hundreds  of  thou- 
sands of  young  people  from  starting  to  smoke. 

According  to  one  recent  economic  analysis,  a  16  cent  increase  in 
the  Federal  excise  tax  would  diminish  the  teenage  smoking  popula- 
tion by  17  percent,  a  reduction  of  820,000  teenagers  who  smoke. 

Mr.  Chairman,  the  Coalition  commends  the  Committee  on  Fi- 
nance for  exploring  the  health  and  financial  impact  of  smoking. 
Now  is  the  time  to  act.  We  can  no  longer  stand  by  as  our  nation's 
children  become  addicted  to  the  one  product  legally  sold  in  our 
country  that  when  used  as  intended  kills.  We  urge  the  Senate  Com- 
mittee on  Finance  to  endorse  an  increase  in  the  Federal  cigarette 
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excise  tax  as  well  as  the  elimination  of  the  tax  deduction  that  sub- 
sidizes this  kind  of  tobacco  advertising. 
Thank  you. 

[The  prepared  statement  of  Dr.  Gates  appears  in  the  appendix.] 
The  Chairman.  I  must  say  that  is  powerful  testimony,  Dr.  Gates. 
Mr.  Whitley,  the  subject  of  the  hearing  this  morning  is  the  conse- 
quences of  tobacco  smoking  on  health.  And  yet  as  I  scan  through 
your  testimony  you  do  not  seem  to  touch  on  that  one  at  all.  Do  you 
dispute  the  data  which  links  smoking  to  cancer,  emphysema,  to 
heart  problems? 

Mr.  Whitley.  Mr.  Chairman,  we  certainly  acknowledge  the  exist- 
ence of  a  long  series  of  epidemiological  studies  that  show  statistical 
associations  between  cigarette  smoking  and  certain  diseases.  It  is 
on  the  basis  of  these  statistical  associations  that  the  surgeon  gener- 
al and  others  have  concluded  that  cigarette  smoking  causes  these 
diseases. 

I  would  point  out,  Mr.  Chairman,  that  for  many  years  Congress 
has  looked  at  this  issue  and  Congress  has  determined  that  based  on 
the  findings  of  the  Surgeon  General  and  others  that  cigarette  pack- 
ages and  cigarette  advertising  should  carry  specific  health  warn- 
ings, which  they  do. 

I  would  point  out  that  in  1985  the  Department  of  HHS  did  its 
own  survey.  That  survey  showed  that  98  percent  of  the  American 
people  had  heard  that  there  was  a  health  risk  associated  with 
smoking,  that  95  percent  of  them  believed  that  smoking  was  relat- 
ed to  lung  cancer,  that  93  percent  of  them  believed  that  it  was  re- 
lated to  heart  disease,  that  91  percent  of  them  believed  that  it  was 
related  to  emphysema. 

Now  the  American  public  apparently  has  chosen,  those  who 
smoke,  are  making  an  informed  choice.  They  have  been  told  that 
there  is  a  health  risk  associated  with  smoking.  They,  of  course, 
know  that  there  are  health  risks  and  other  risks  associated  with 
many  other  lifestyle  choices  that  they  make. 

The  Chairman.  Thank  you. 

Dr.  Klein,  we  hear  a  lot  these  days  about  environmental  smoke, 
the  effect  it  has  on  spouses  who  don't  smoke  and  children.  Are  the 
effects  of  passive  smoking,  are  they  more  injurious  to  children  and 
if  so,  why?  Could  you  give  me  some  rudimentary  information  on 
why  infants  or  children  might  be  especially  vulnerable? 

Now  I  don't  want  an  education  on  biology,  but  if  you  could  

Dr.  Klein.  I  will  try  and  keep  it  short,  Mr.  Chairman.  Basically, 
children  have  smaller  lung  passageways  than  adults  do.  These  air- 
ways are  how  we  get  our  air  from  the  environment  and  through 
our  respiratory  passages  into  our  lungs.  Children's  airways  are 
smaller  because  children  are  smaller.  The  irritating  effects  that 
smoking  has  on  lung  tissue  has  the  same  effect  on  children's  lungs 
that  it  does  on  adult  lungs,  except  that  there  is  less  leeway.  There 
is  less  room  for  that  irritation  to  be  compensated  for. 

It  is  especially  a  problem  for  children  who  were  also  low  birth 
weight.  As  the  Secretary  pointed  out,  low  birth  weight  is  more 
common  among  women  who  smoke  during  pregnancy  and  so  these 
children  not  only  start  out  behind,  but  they  are  less  able  to  fight 
off  the  irritation  and  the  constant  assault  that  smoking  has  on 
their  lungs. 
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Another  point  which  I  would  like  to  make  is  that  in  fact  the  pub- 
lications that  carry  the  bulk  of  tobacco  advertising  in  this  country 
are  specifically  targeted  to  youth.  In  contrast  to  what  the  gentle- 
man to  my  left  said,  Sports  Illustrated  has  one  of  the  highest  rates 
of  tobacco  advertising  and  it  is  specifically  aimed  at  adolescent 
boys.  Twenty-five  percent  of  them  read  the  publication,  and  in  fact, 
even  10  percent  of  adolescent  girls  read  Sports  Illustrated. 

The  Chairman.  Thank  you. 

I'm  going  to  have  to  leave  early  because  I  am  part  of  the  negoti- 
ating group  on  the  summit  on  the  budget.  Senator  Bradley  will  be 
chairing,  but  I  turn  to  him  now  for  his  questions. 

Senator  Bradley.  Thank  you  very  much,  Mr.  Chairman.  I 
assume  you  want  me  to  proceed. 

Well,  let's  see,  there  is  a  lot  to  cover  here.  Let  me  ask  the  panel: 
Do  you  believe  that  advertising  of  tobacco  products  increases  the 
use  of  those  tobacco  products? 

Mr.  Whitley.  May  I  begin  on  that.  Senator? 

Senator  Bradley.  By  the  way,  before  you  begin  you  quoted  some 
studies  about  95  percent  of  the  American  people  know.  What  is 
that  study? 

Mr.  Whitley.  That  study  was  conducted  by  the  Department  of 
Health  and  Human  Services  in  1985.  We  would  be  glad  to  get  a 
copy  and  submit  it  for  the  record  if  you  would  like. 

Senator  Bradley.  Good.  That's  fine. 

[The  study  appears  in  the  appendix.] 

Senator  Bradley.  All  the  numbers  you  used  came  from  there? 

Mr.  Whitley.  Yes. 

Senator  Bradley.  Okay.  Good. 

Do  you  want  to  answer  the  question? 

Mr.  Whitley.  The  question  of  whether  you  can  expand  the 
market  for  cigarettes  by  advertising.  There  is  absolutely  no  empiri- 
cal evidence  anywhere  that  indicates  that  this  can  be  done.  In  fact, 
the  Surgeon  General's  own  report,  as  it  relates  to  young  people  has 
said  specifically  that  there  is  no  rigorous  scientific  study  anywhere 
that  indicates  that  advertising  causes  young  people  to  smoke  or  to 
begin  to  smoke. 

Michael  Pertsohnk,  who  is  a  well-known  anti-smoking  advocate 
said  several  years  ago,  there  is  no  longer  anybody  who  seriously  be- 
lieves that  advertising  causes  young  people  to  smoke.  All  of  the  em- 
pirical studies  that  we  know  an3i:hing  about,  Mr.  Bradley,  have  in- 
dicated that  the  major  cause  and  almost  the  sole  cause  of  young 
people  beginning  to  smoke  is  peer  influence,  the  influence  of  family 
members,  siblings,  parents,  and  the  like.  They  do  not  start  to 
smoke  because  they  have  seen  smoking  advertisements  and  the 
same  is  true  of  adults. 

Senator  Bradley.  All  right. 

Mr.  Whitley.  In  the  advertising  world  generally  certainly  the 
makers  of  laundry  detergents  do  not  expect  to  increase  the  market 
for  their  product  because  they  advertise  it.  They  would  like  to  sell 
their  brand.  Our  advertising  is  the  same. 

Senator  Bradley.  So  why  do  you  spend  $3.3  billion  on  smoking 
advertising  and  promotion? 

Mr.  Whitley.  Mr.  Chairman,  our  members  companies  and 
the  
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Senator  Bradley.  I  mean  you  obviously  want  to  increase  your 
sales,  don't  you? 

Mr.  Whitley.  Well  the  company  that  advertises  wants  to  in- 
crease the  sale  of  its  brand,  just  as  Mr.  lacocca  wants  to  increase  to 
the  car  market  that's  there  the  sale  of  Chrysler  products.  Our  com- 
panies want  to  increase  the  sale  of  their  brand  and  to  maintain 
brand  loyalty  among  the  customers  they  already  have. 

Senator  Bradley.  Studies  show  only  10  percent  of  smokers 
switch.  So  you  spend  $3.3  billion  for  10  percent  of  the  smokers? 

Mr.  Whitley.  Mr.  Chairman,  1  percent  market  share  in  the  ciga- 
rette industry  in  this  country  is  worth  about  $558  million. 

Senator  Bradley.  Say  that  again. 

Mr.  Whitley.  $558  million. 

Senator  Bradley.  One  percent  of  market  share  is  $558  million  on 
the  sale  of  cigarettes? 

Mr.  Whitley.  That  is  right. 

Senator  Bradley.  How  many  cigarettes  is  that? 

Mr.  Whitley.  I  cannot  extrapolate  that  to  the  number  of  ciga- 
rettes. 

Senator  Bradley.  That  is  a  lot  of  cigarettes  though,  right? 

Mr.  Whitley.  Yes,  it  is.  Yes,  a  lot  of  cigarettes  are  sold  and 
smoked.  There  are  between  50-55  million  Americans  who  are  smok- 
ing cigarettes. 

Senator  Bradley.  Does  anybody  else  want  to  deal  with  the  adver- 
tising question?  Dr.  Oates? 

Dr.  Oates.  Yes.  I  think  that  perhaps  overlooked  in  the  advertis- 
ing issue  is  the  fact  that  this  is  one  way  that  the  industry  attempts 
to  control  the  press  in  the  United  States.  There  have  been  a 
number  of  surveys  that  have  shown  through  very  careful  examina- 
tion that  the  amount  of  cigarette  advertising  in  the  press  is  very 
closely  correlated  with  the  amount  of  information  that  is  carried  in 
specific  magazines,  particularly  that  tries  to  inform  their  reader- 
ship about  the  health  risk  of  smoking. 

Senator  Bradley.  You  mean  in  a  magazine  where  there  might  be 
a  negative  tobacco  article  that  there  might  be  an  advertisement  es- 
sentially saying,  no,  you  get  power  and  wealth  if  you  smoke,  that 
kind  of  thing? 

Dr.  Oates.  Well  there  is  that,  but  there  is  also  documentation  in- 
dicating that  the  magazines  that  carry  a  high  prevalence  of  ciga- 
rette advertising  do  not  address  the  health  issues  of  smoking  to  the 
same  extent  of  those  magazines  that  do  not  carry  cigarette  adver- 
tising. If  you  look  at  those  women's  magazines  that  carry  a  lot  of 
cigarette  advertising,  they  will  address  other  health  issues  of 
women,  such  as  contraception  and  so  forth  extensively,  but  stay 
virtually  completely  away  from  the  health  risk  of  cigarettes  and 
women  and  the  fact  that  cigarettes  augment  the  cardiovascular 
death  rate  from  contraceptives. 

I  think  that  they  have  been  very  successful  in  exploiting  the 
women's  movement  with  their  advertising.  Virginia  Slims  and  now 
Dakota,  which  has  captured  them,  an  increasingly  number  of 
young  women  who  begin  to  smoke. 

Senator  Bradley.  Dr.  Klein? 

Dr.  Klein.  I  would  agree  with  what  he  said  and  also  point  out 
that  cigarette  advertising  is  a  way  of  sending  a  message  to  teen- 
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agers  or  children  that  cigarette  smoking  is  socially  acceptable.  Ad- 
vertising in  the  social  environment  also  increases  the  volume  of 
cigarettes  smoked  by  individual  smokers.  It  can  make  it  harder  for 
smokers  to  quit— because  they  are  seeing  a  smoking  message;  and 
it  can  make  it  more  likely  that  smokers  who  have  quit  might  re- 
lapse. Again,  this  constant  social  message. 

We  know  from  health  education  studies  that  increased  repetition 
of  messages  is  effective  and  the  same  is  true  for  advertising. 

Senator  Bradley.  Let  me  ask  you,  you  have  some  of  this.  But 
here  is  an  advertisement.  It  says,  *Trom  one  smooth  character  to 
another."  Personal.  That  grabs  your  attention,  right?  You  open  it 
up.  "Suitable  for  framing.  Open  carefully."  You  open  it  up.  'Tree 
pack  offer.  Free  poster."  And  a  chance  to  order  eight  more.  Keep 
on  going.  You  open  it  up  and  there  it  is.  The  thing  that  you  see 
before  you.  What  is  this  supposed  to  tell  the  person  who  gets  this 
in  the  mail? 

Dr.  Gates?  Dr.  Klein?  Mr.  Whitley?  What  is  this  supposed  to  tell? 

Here  is  this  very  attractive  woman  leaning  against  a  sports  car. 
Why  is  that  in  the  picture? 

Mr.  Whitley.  Well,  Mr.  Chairman,  I  do  not  profess  a  great  deal 
of  personal  expertise  as  to  why  advertising  agencies  make  up  ads 
exactly  the  way  they  do.  Clearly  what  you  have  there  is  an  offer.  If 
you  read  on  down  you  will  see  that  the  offer  is  limited  to  smokers 
over  21  years  of  age. 

Senator  Bradley.  A  free  pack  of  Camel. 

Mr.  Whitley.  To  smokers  over  21  years  of  age. 

Senator  Bradley.  But  what  is  this  saying? 

Mr.  Whitley.  I  don't  

Senator  Bradley.  Who  gets  down  to  this  fine  print? 
Mr.  Whitley,  Well  if  you  order  the  cigarettes  you  get  down  to 
the  fine  print. 
Senator  Bradley.  Yes. 

Mr.  Whitley.  Because  before  you  can  order  any  cigarettes  you 
have  to  sign  a  coupon  and  on  the  coupon  it  says  that  you're  a 
smoker  

Senator  Bradley.  Right. 

Mr.  Whitley  [continuing].  That  you're  over  25  years  of  age  and 
you  have  to  send  that  back  to  the  company. 
Senator  Bradley.  Twenty-five? 
Mr.  Whitley.  Twenty-one  years  of  age. 
Senator  Bradley.  Over  21. 

Mr.  Whitley.  Over  21  years  of  age  and  you  have  to  return  it  to 
the  company  through  the  mail  before  you  ever  get  any  free  ciga- 
rettes. 

Senator  Bradley.  Dr.  Klein,  what  is  this  saying?  What  are  they 
trying  to  say? 

Dr.  Klein.  Mr.  Chairman,  when  I  see  adolescents  in  clinic  I 
sometimes  show  them  tobacco  ads  so  that  we  can  talk  about  what 
they  mean.  What  they  tell  me  about  ads  like  that  is,  well  they're 
trying  to  get  you  to  think  that  if  you're  a  smooth  character  you'll 
smoke  Camels.  Then  we  talk  about  the  fact  that  that's  not  really 
true. 

Senator  Bradley  If  you  are  a  smooth  character?  What? 
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Dr.  Klein.  I  talk  about  the  fact  with  them  that  it  is  not  really 
true.  But  we  need  you  to  act  at  a  national  level  to  make  it  impossi- 
ble for  those  kids  to  get  those  messages  in  the  first  place. 

Senator  Bradley.  Dr.  Oates,  what  does  that  ad  say  to  you  and 
your  people? 

Dr.  Oates.  Well  that  ad  speaks  of  sexual  attractiveness,  the  good 
life.  It  attempts  to  associate  these  features  with  cigarette  smoking. 
And  its  use  of  the  comic  strip  format  clearly  is  targeted  at  people 
who  are  younger  than  Mr.  Whitley  and  myself. 

Mr.  Whitley.  I  read  the  comics  everyday. 

Dr.  Oates.  I  note  an  additional  kind  of  advertising  that  must  be 
important  to  the  tobacco  industry  because  they  put  it  in  full  page 
format  in  our  newspaper,  utilizing  such  esteemed  American  figures 
as  Abraham  Lincoln  and  Franklin  Roosevelt  and  Lech  Walensa,  all 
under  the  rhetoric  of  freedom  of  choice. 

I  wish.  Senator,  to  champion  true  freedom  of  choice  about  smok- 
ing. The  choice  should  be  an  informed  and  a  mature  choice,  which 
cannot  be  made  by  children  who  are  most  of  the  people  who  are 
taking  up  smoking  today.  Because  most  smokers  begin  during  or 
even  before  their  teenage  years,  they  enter  adulthood  already  ad- 
dicted and  deprived  of  the  freedom  to  make  an  informed  and  a 
mature  choice. 

We  cannot  speak  about  freedom  while  enslaving  our  children. 

Senator  Bradley.  I  would  like  to  yield  to  Senator  Symms  be- 
cause I  did  not  see  him  over  there  behind  the  TV  camera.  I  apolo- 
gize to  you.  Senator,  for  not  recognizing  you. 

Senator  Symms.  Thank  you,  Mr.  Chairman.  That  is  okay. 

OPENING  STATEMENT  OF  HON.  STEVE  SYMMS,  A  U.S.  SENATOR 

FROM  IDAHO 

Mr.  Chairman,  I  want  to  welcome  the  panel  here  and  apologize 
to  the  next  panel  also,  that  I  have  another  engagement  that  I  have 
to  leave  for.  But  I  do  want  to  ask  a  couple  of  questions  and  I  would 
hope  that  each  of  the  panelists  could  just  very  briefly  answer  the 
question.  I  would  also  like  this  question  to  be  worked  into  the  testi- 
mony of  the  next  panel  of  witnesses  as  well. 

The  one  question  that  bothers  me  is,  number  one:  Do  smokers  ac- 
tually pay  their  own  way?  Are  we  nonsmokers  subsidizing  those 
people  that  smoke  because  of  health  care,  taxes,  et  cetera,  or  are 
the  smokers  already  paying  enough  to  pay  their  way  for  their  deci- 
sion to  smoke?  That's  the  first  question. 

The  other  question  I  am  concerned  about  is:  Do  smokers  actually 
miss  more  work  than  others?  Not  talking  about  the  time  that  it 
takes  to  smoke  on  the  job,  which  I  think  is  obvious  that  if  people 
are  smoking  it  is  distracting  from  their  other  work,  but  I'm  talking 
about  do  they  actually  have  more  days  off  work. 

I  would  hope  that  each  of  you  could  address  that.  My  apologies  if 
I  leave  here.  I  am  a  little  bit  behind  schedule.  Very  briefly,  please. 
Just  start  down  the  line. 

Mr.  Whitley.  Thank  you. 

Senator  Symms.  Dr.  Klein  or  my  former  colleague,  from  the 
House  Ag  Committee — it's  nice  to  see  you  here,  Charlie. 
Mr.  Whitley.  Thank  you,  Senator. 
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Let  me  respond  to  those  two  questions  briefly  if  I  may.  Number 
one,  is  there  a  so-called  social  cost  to  smoking?  Is  there  a  cost  that 
is  imposed  by  my  smoking  that  someone  else  pays?  That  is  the 
basic  question. 

There  are  all  kinds  of  numbers  that  are  thrown  around  as  to 
what  constitutes  this  so-called  social  cost.  You  arrive  at  it  in  two 
ways.  First  of  all,  as  the  argument  is  made,  as  you  said,  the  smoker 
is  less  productive,  that  he  misses  more  time  on  the  job,  that  he 
abuses  his  sick  leave,  this  sort  of  thing.  There  is  absolutely  no  em- 
pirical evidence  anjrwhere  to  show  that  that  is  the  case.  That  is  a 
value  judgment.  It  is  an  anecdote.  Some  people  think  that  is  the 
truth,  but  there  is  no  evidence  to  show  that. 

If  it  is  true,  if  it  should  be  true,  that  cost  is  not  paid  by  society,  it 
is  paid  by  the  smoker.  If  the  smoker  misses  time  at  work  he  loses 
wages.  If  he  abuses  his  sick  leave  he  hurts  his  promotional  opportu- 
nities. He  hurts  himself,  primarily,  if  he  does  those  things.  So 
that's  the  answer  to  that  part  of  the  question. 

Now  what  about  medical  expense.  Well  people  in  this  country 
pay  their  medical  expense  in  three  basic  ways.  They  make  direct 
payments  to  the  provider.  Smokers  do  that  just  like  everybody  else 
does.  If  they  belong  to  some  kind  of  an  insurance  plan  they  pay 
their  premiums.  Smokers  do  that  just  like  everybody  else  does.  If 
they  participate  in  some  kind  of  government-financed  health  pro- 
gram they  do  pay  or  have  paid  taxes  that  helps  support  those  pro- 
grams. Smokers  pay  in  everyone  of  those  ways  just  like  everybody 
else  does. 

And  in  addition.  Senator,  they  pay  a  very  high  excise  tax  already 
at  every  level  of  government — State,  Federal  and  local.  The  excise 
tax  today,  average  nationwide,  on  a  pack  of  cigarettes  is  between 
38  and  39  cents  a  pack.  That  brings  in  billions  of  dollars  at  every 
level  of  government.  So  if  there  is  a  cost  associated  with  smoking, 
there  is  no  evidence  that  the  smoker  doesn't  pay  that  cost  just  like 
the  nonsmoker  does. 

The  main  users  of  health  care  in  this  country  are  the  elderly, 
people  with  chronic  diseases,  and  children,  many  millions  of  whom 
in  every  one  of  those  groups  are  not  smokers  and  have  never  been 
smokers.  And  there  are  millions  and  millions  of  healthy  smokers  in 
this  country  who  are  not  disproportionate  users  of  medical  care. 
They  too  are  paying  not  only  their  own  way,  but  paying  this  excess 
already  in  the  form  of  excise  tax.  So,  no,  there  is  not  any  cost  that 
is  being  occasioned  by  smokers  that  is  not  paid  by  smokers. 

Dr.  Gates.  Yes.  I  am  glad  you  asked  this  question  because  I 
think  it  is  central  to  our  considerations  today.  The  excise  tax  does 
not  even  come  close  at  the  present  time  to  paying  the  cost  that 
smoking  inflicts  on  our  society.  The  current  tax  accounts  for  only 
about  10  percent  of  the  estimated  health  care  cost  of  smoking.  This 
does  not  even  include  the  additional  cost  in  terms  of  loss  of  produc- 
tivity. 

The  loss  of  productivity  is  very  clear.  One  only  has  to  come  and 
visit  with  a  group  of  our  patients  who  have  chronic  obstructive 
lung  disease  and  see  that  they  are  often  unable  to  walk  across  this 
room  without  experiencing  severe  shortness  of  breath.  Most  of 
these  patients  are  under  age  65  and  should  be  employed.  Instead 
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they  are  collecting  benefits  from  our  society,  benefits  that  are  paid 
to  support  the  tobacco  industry. 

It  has  been  said  that  cigarette  smokers  pay  for  health  insurance, 
but  in  fact  they  drive  up  the  premiums  that  the  rest  of  us  have  to 
pay  and  it  is  these  premiums  that  are  one  of  the  factors  that  are 
making  our  country  economically  uncompetitive  in  the  internation- 
al scene  and  that  our  health  care  costs  make  up  such  a  large  frac- 
tion of  the  exported  products  of  the  United  States. 

So  that  there  is  no  fairness  in  the  current  excise  tax  that  allows 
the  smoker  to  get  away  with  paying  only  a  tiny  fraction  of  the 
costs  that  he  imposes  on  society. 

Dr.  Klein.  The  respiratory  problems  that  children  have  more  fre- 
quently as  a  result  of  their  passive  smoke  exposure  results  both  in 
more  disability  days  for  themselves  and  also  for  more  out-of-work 
days  for  their  parents.  So  there  are  costs  related  to  the  work  effects 
there  as  well  to  increased  costs  for  more  hospitalizations  and 
longer  hospitalizations. 

There  are  already  over  3  million  children  in  this  country  who 
have  asthma.  It  is  one  of  the  leading  chronic  diseases.  The  costs  of 
those  cases  that  are  due  to  or  are  made  worse  by  tobacco  smoking 
have  never  been  factored  into  the  overall  cost  to  society  or  the  cost 
to  our  future  to  our  children. 

I  think  that  there  is  no  question  that  you  can  manipulate  num- 
bers to  show  that  smokers  might  pay  their  own  way  in  some  specif- 
ic cases.  But  if  you  look  at  the  total  cost  to  society  and  the  total 
public  cost  of  the  disease  burden  from  tobacco,  it  is  clear  that 
smokers  are  not  paying  for  it,  nor  are  smokers  the  only  one  suffer- 
ing. We  need  to  address  those  issues. 

Senator  Symms.  Thank  you,  Mr.  Chairman. 

Thank  you,  gentlemen. 

Senator  Bradley.  Thank  you  very  much.  Senator. 
Is  smoking  addictive.  Dr.  Klein? 

Dr.  Klein.  Nicotine  is  one  of  the  most  addictive  drugs  that  we 
know  of.  Senator. 
Senator  Bradley.  Mr.  Whitley? 

Mr.  Whitley.  Mr.  Chairman,  the  Surgeon  General's  report, 
which  concludes  that  cigarette  smoking  is  addictive,  also  makes  the 
point  that  some  41  million  Americans  have  quit  smoking.  Nearly 
half  of  those  Americans  who  have  ever  smoked  cigarettes  have  quit 
smoking  cigarettes  successfully.  Over  90  percent  of  those  without 
any  outside  help. 

Senator  Bradley.  So  do  you  think  it  is  addictive? 

Mr.  Whitley.  It  certainly  is  not  addictive  in  the  way  that  hard 
drugs  are  addictive,  Mr.  Chairman. 

Senator  Bradley.  Is  it  an  addictive  substance  from  your  stand- 
point? 

Mr.  Whitley.  I  think  that  is  the  wrong  term. 

Senator  Bradley.  No,  it  is  a  question.  It's  a  direct  question. 

Mr.  Whitley.  No.  I  do  not  agree  that  it  is  addictive. 

Senator  Bradley.  You  do  not  think  it  is. 

Mr.  Whitley.  I  think  it  is  habit  forming. 

Senator  Bradley.  Okay. 

Mr.  Whitley.  But  I  don't  think  it  is  addictive. 
Senator  Bradley.  All  right. 
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Dr.  Gates? 

Dr.  Gates.  Senator,  unquestionably  smoking  is  addictive.  The 
1988  Surgeon  General's  report  examined  the  data  and  came  to  the 
conclusion  that  the  behavioral  and  pharmacologic  processes  that 
determine  the  addiction  to  cigarettes  are  very  similar  to  those  proc- 
esses that  determine  addiction  to  heroin  and  to  cocaine. 

I  think  that  most  physicians,  including  myself,  knew  well  before 
1988  that  smoking  is  addictive,  as  we  have  seen  our  patients  who 
have  smoking-induced  illnesses  struggling  to  try  to  stop  and  are 
unable  to  do  so.  We  see  patients  who  have  severe  chronic  obstruc- 
tive lung  disease  who  have  recently  just  come  off  of  respirators 
pick  up  their  cigarette.  They  cannot  stay  away  from  it  knowing 
that  they  are  not  going  to  be  able  to  breath  because  of  the  damage 
that  this  inflicts  on  their  lungs. 

Senator  Bradley.  Have  you  ever  known  anyone  who  stopped 
smoking?  Are  there  any  withdrawal  symptoms? 

Dr.  Gates.  There  are  some  withdrawal  symptoms  associated  with 
smoking.  Perhaps  the  most  important  factors  that  determine  the 
addiction,  however,  are  the  compulsive  behavior,  the  fact  that  this 
is  a  powerful  psychoactive  substance  that  is  characteristic  of  all  of 
the  addicting  drugs. 

The  comment  that  half  the  people  quit  does  not  help  us  in  the 
definition  of  addiction  because  even  heroin  addicts  after  some  time 
are  able  to — half  of  them  or  more — come  off  of  this  drug.  It  is  just 
a  terrible  

Mr.  Whitley.  Without  any  special  help? 

Dr.  Gates.  Gh,  yes. 

Mr.  Whitley.  Without  any  medical  assistance? 

Dr.  Gates.  Yes.  It  is  a  terribly  addicting  problem  for  those  who 
are  not  able  to  come  off.  So  you  cannot  use  the  simple  fact  that 
some  people  are  able  to  get  off  of  any  drug  as  evidence  that  it  is 
not  addictive.  The  process  of  withdrawal  is  painful. 

Senator  Bradley.  Dr.  Klein? 

Dr.  Klein.  I  would  agree  with  Dr.  Gates.  And  I  would  just  point 
out  that  we  know  from  numerous  studies  that  the  average  number 
of  times  that  a  successful  quitter  has  quit  is  seven  times.  I  believe 
that  one  of  the  reasons  it  is  so  difficult  for  people  to  quit  successful- 
ly is  because  they  are  bombarded  by  prosmoking  advertising  mes- 
sages. 

Senator  Bradley.  Mr.  Whitley,  you  have  maintained  the  minori- 
ty position  of  the  panel,  that  it  is  not  addictive.  I  wonder  then  how 
you  would  explain  the  following  document  which  is  an  internal 
document  of  a  major  cigarette  company  that  came  to  light  during 
the  course  of  various  litigations.  I  quote  from  the  document. 

''The  cigarette  should  be  conceived  not  as  a  product  but  as  a 
package.  The  product  is  nicotine.  The  cigarette  has  been  one  of  the 
many  packaged  layers.  There  is  the  carton  which  contains  the  pack 
which  contains  the  cigarette  which  contains  the  smoke.  The  smoke 
is  the  final  package.  The  smoker  must  strip  off  all  of  these  package 
layers  to  get  to  that  which  he  seeks.  Think  of  cigarette  pack  as  a 
storage  container  for  a  day's  support  of  nicotine.  Think  of  the  puff 
of  smoke  as  the  vehicle  of  nicotine.  Smoke  is  beyond  question  the 
most  optimized  vehicle  of  nicotine  and  the  cigarette  the  most  opti- 
mized dispenser  of  smoke." 
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Do  you  think  it  is  addictive? 

Mr.  Whitley.  Mr.  Chairman,  no  I  don't  and  that  does  not  change 
my  opinion. 

Senator  Bradley.  I  didn't  expect  that  it  would. 

Mr.  Whitley.  Senator,  that  remark  is  taken  completely  out  of 
context  in  an  extensive  speech  that  the  gentleman  made  in  which 
he  talked  about  food  being  a  nutrition  delivery  system.  It  was  a 
very  generalized  discussion  of  many  different  things.  There  is  noth- 
ing there,  I  think,  that  verifies  that  cigarettes  are  addictive. 

Senator  Bradley.  Okay. 

Mr.  Whitley.  You  can  say  food  is  addictive.  Many  people  are 
very  unsuccessful  in  trying  to  reduce  their  eating  and  lose  weight, 
more  so  than  they  are  unable  to  quit  smoking. 

Senator  Bradley.  Now  we  are  going  to  have  a  later  panel,  but  I 
was  just  curious  as  to  your  rationale,  Mr.  Whitley,  as  to  why  a  tax 
subsidy  is  a  right.  I  mean  you  certainly  have  a  right  to  free  speech 
but  you  don't  have  a  right  to  a  tax  subsidy.  What  is  your  thought 
on  that? 

Mr.  Whitley.  We  have  submitted  a  legal  brief  on  that.  Let  me 
just  say  quickly,  Mr.  Chairman,  that  we  sell  a  legal  product  like 
every  other  legitimate  company  in  this  country.  We  write  off  the 
cost  of  doing  business  just  as  other  companies  do.  Our  advertise- 
ment is  a  part  of  that  cost,  just  as  other  companies  advertisements 
is  a  part  of  their  cost. 

Clearly,  if  you  and  the  Congress  should  decide  that  no  advertis- 
ing by  anyone  should  be  considered  to  be  a  part  of  the  cost  of  doing 
business  and  you  are  not  entitled  to  deduct  it  as  a  legitimate  tax 
deduction,  then  you  could  do  it  with  our  product.  But  I  don't  think 
you  can  pick  out  a  product  that  you  do  not  like  and  say,  okay,  you 
cannot  write  off  the  cost  of  advertising  that  one.  If  we  do  like  this 
one,  you  can  write  off  the  cost  of  advertising  that. 

The  President  of  the  American  Bar  said  I  would  like  your  type  of 
law  if  you  let  me  pick  out  which  products  I  like  and  which  ones  I 
do  not  like  and  let  me  say. 

Senator  Bradley.  Let  me  ask  you,  I  mean,  are  you  aware  of  the 
Congress  ever  doing  this  in  the  Tax  Code? 

Mr.  Whitley.  I  don't  know  of  a  situation  where  Congress  has  sin- 
gled out  one  manufactured  product  and  say  you  cannot  write  off 
the  cost  of  advertising. 

Senator  Bradley.  What  about  a  country?  You  know,  tax  benefits 
accrue  to  people  who  invest,  period.  Your  theory.  But  the  Congress 
said  no,  if  you  boycott  it,  you  don't  get  the  tax  benefit.  Now  could 
you  tell  me?  I  mean,  do  you  think  that  should  be  repealed? 

Mr.  Whitley.  I'm  sorry  

Senator  Bradley.  What  about  tax  credits  that  were  denied  to 
companies  that  invest  in  certain  places? 
Mr.  Whitley.  Tax  credits? 

Senator  Bradley.  That's  right,  tax  credits,  tax  benefits,  tax  sub- 
sidies. 

Mr.  Whitley.  Well  that  is  not  really  a  part  of  the  cost  of  doing 
business. 

But  let  me  say  this,  Mr.  Chairman  

Senator  Bradley.  But  are  you  aware  of  those  things? 
Mr.  Whitley.  Yes. 
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Senator  Bradley.  You  are? 
Mr.  Whitley.  Yes. 

Senator  Bradley.  Which  countries  are  they  applied  to  if  you  are 
aware  of  them? 

Mr.  Whitley.  I  cannot  tell  you  the  specific  countries.  Let  me  say 

this  to  you,  Senator  

Senator  Bradley.  How  many  of  them  are  there? 
Mr.  Whitley.  I  don't  know. 

Senator  Bradley.  Well  then  so  you  are  not  aware  of  them? 

Mr.  Whitley.  I  am  generally  aware.  I  am  not  specifically  aware 
of  all  of  those  provisions. 

Senator  Bradley.  Okay.  But  you  do  not  have  any  problem  with 
them? 

Mr.  Whitley.  I  don't  know.  I  didn't  really  come  prepared  to  ad- 
dress that  issue. 

Senator  Bradley.  Well,  I  mean,  it  is  fundamental  to  your  point. 
Do  you  have  a  problem  with  various  countries  being — if  investment 
in  various  countries  tax  place  being  denied  the  tax  subsidy? 

Mr.  Whitley.  If  we  make  investments  in  various  countries  that 
we  are  denied  

Senator  Bradley.  The  tax  subsidy. 

Mr.  Whitley.  What  kind  of  tax  subsidy  do  you  mean? 

Senator  Bradley.  Various  tax  credits.  The  same  thing,  costs  tax- 
payer dollars  to  do  certain  things,  promote  certain  things.  The 
question  is  whether  those  taxpayer  dollars  should  be  spent  for  in- 
vestment in  certain  countries.  You've  said  what? 

Mr.  Whitley,  I  said  I  am  aware  that  that  has  been  done.  I  am 
not  aware  that  it  has  been  contested  and  upheld  in  the  courts. 

Senator  Bradley.  Do  you  support  that? 

Mr.  Whitley.  I  do  not  know.  I  am  not  prepared  on  that  question. 
Senator  Bradley.  Okay. 

Mr.  Whitley.  I  think  it  is  a  different  matter  entirely. 

But  let  me  say  this,  if  I  may.  Senator,  I  think  the  tax  reform  that 
went  through  the  Congress — and  you  were  one  of  the  moving  forces 
behind  that  in  1986  

Senator  Bradley.  Right. 

Mr.  Whitley  [continuing].  That  one  of  the  purposes  in  that 
reform,  Senator,  was  to  take  out  all  these  things  that  Congress 
tries  to  do  to  induce  certain  kinds  of  investments,  to  discourage 
others — to  take  the  Tax  Code  and  instead  of  making  it  into  an  in- 
strument of  policy  where  the  Congress  says  what  you  should  invest, 
what  you  shouldn't  invest,  do  this,  do  that,  try  to  make  the  Code 
more  fair. 

Senator  Bradley.  Right. 

Mr.  Whitley.  Leave  the  money  with  the  people  who  are  earning 
it  and  making  and  let  them  make  those  decisions. 
Senator  Bradley.  Right. 

Mr.  Whitley.  This  is  a  step  back  in  the  other  direction. 

Senator  Bradley.  Let  me  ask  you:  Do  you  think  the  things  that 
the  Secretary  proposed  today— education  programs,  generally  about 
tobacco  problems,  about  health  effects— do  you  think  that  is  a  good 
idea  to  tell  people  about  this  possible  detriment  to  their  health? 

Mr.  Whitley.  We  ourselves  have  sponsored  educational  programs 
to  encourage  young  people  not  to  smoke. 


33 


Senator  Bradley.  Right. 

Mr.  Whitley.  And  to  the  extent  he  is  talking  about  encouraging 
young  people  not  to  smoke,  we  support  that  motion. 

Senator  Bradley.  And  you  would  encourage  the  Federal  Govern- 
ment to  do  that? 

Mr.  Whitley.  Well  I'm  not  sure  exactly  what  the  Federal  role 
should  be  in  terms  of  dollars  and  cents.  Certainly  the  Secretary 
and  others  can  use  their  

Senator  Bradley.  You're  in  favor  of  it,  but  you  don't  want  the 
Government  to  do  it? 

Mr.  Whitley.  Well  I'm  not  sure  to  the  extent — I  would  have  to 
see  each  specific  proposal. 

Senator  Bradley.  I  see.  But  generally  you're  in  favor  of  it? 

Mr.  Whitley.  Generally  we  have  no  quarrel  with  the  notion  of 
encouraging  young  people  not  to  smoke  cigarettes. 

Senator  Bradley.  And  generally  you  don't  have  any  problem 
having  money  spent  on  that,  your  money? 

Mr.  Whitley.  We  are  spending  our  money.  We  expect  to  spend 
additional  money. 

Senator  Bradley.  But  you  do  not  want  the  Government  spending 
money? 

Mr.  Whitley.  Well  it  depends  on  what  the  proposal  is,  Mr.  Chair- 
man. It  is  a  blanket  question. 

Senator  Bradley.  Well  it's  the  kind  of  question  that  if  you  sup- 
port it — you  support  it  for  yourself.  So  that  means  you  want  to 
target  the  message,  right? 

Mr.  Whitley.  Well  we  would  want  to  target  it  to  young  people 
and  discourage  young  people  from  smoking. 

Senator  Bradley.  Just  like  you  advertise  target  messages,  right? 

Mr.  Whitley.  Well  

Senator  Bradley.  You  do  target  messages  to  specific  segments  of 
the  population,  don't  you? 

Mr.  Whitley.  Every  manufacturer  in  this  country  directs  its  ad- 
vertising to  those  people  who  buy  its  product. 

Senator  Bradley.  Right.  So  you  do  target?  I  mean  would  that  be 
the  way  you'd  do  your  education? 

Mr.  Whitley.  That's  your  word.  But  certainly  we  direct  advertis- 
ing  

Senator  Bradley.  Well  you  don't  target — do  you  target  or  do  you 
not  target? 

Mr.  Whitley.  We  direct  our  advertising  to  our  existing  market. 
Senator  Bradley.  Right. 

Mr.  Whitley.  We  have  an  existing  market  of  women  for  exam- 
ple. 

Senator  Bradley.  Right. 

Mr.  Whitley.  There  are  millions  of  American  women  who 
smoke.  So  we  design  advertisements  and  brands  of  cigarettes  that 
are  designed  to  try  to  sell  to  that  market.  An  individual  company 
wants  to  sell  its  product  to  the  existing  market  of  women. 

Senator  Bradley.  Okay.  Does  anyone  else  on  the  panel  want  to 
comment? 

Dr.  Gates.  As  we  have  repeatedly  mentioned,  that  the  industry 
has  provided  an  educational  message  to  young  people  informing 
them  about  the  risk  of  smoking.  I  would  like  to  invite  Mr.  Whitley 
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to  provide  for  the  public  record  some  examples  of  this  so  that  we 
can  see  exactly  what  it  is  that  is  being  provided  to  young  people. 

Mr.  Whitley.  We  will  be  glad  to  do  that.  We  have  included  a 
statement  for  the  record  by  Jolly  Ann  Davidson  who  has  been  su- 
pervising that  effort  and  we  will  be  glad  to  submit  specimens  of  the 
material  that  has  been  provided. 

Senator  Bradley.  And  could  you  submit  also  the  total  amount 
spent  on  the  effort? 

Mr.  Whitley.  I  think  so. 

Dr.  Gates.  The  industry  is  supposedly  writing  a  brief  on  the  con- 
stitutionality of  the  tax  on  advertising.  I  would  simply  say  that  in 
order  to  do  this  you  are  going  to  have  to  rewrite  the  Constitution. 
The  First  Amendment  does  not  incorporate  the  privilege  of  subsidy 
in  the  right  to  free  speech. 

Senator  Bradley.  Dr.  Klein? 

Dr.  Klein.  I  would  just  point  out:  Is  it  fair  to  market  death  and 
disease  to  the  children  of  our  country?  Obviously  it  is  not.  Portray- 
ing the  cigarette  as  an  integral  part  of  youth  goes  against  every- 
thing that  Mr.  Whitley  has  said  and  is  what  they  do.  And  the 
Academy  of  Pediatrics  supports  your  legislative  efforts  to  relieve 
taxpayers  from  underwriting  these  expenses. 

Senator  Bradley.  One  last  question  for  this  panel.  I  appreciate 
your  time. 

In  California  they  recently  increased  the  excise  tax  25  cents 
which  is  about  a  15  percent  increase.  And  in  1989  consumption  de- 
clined 14  percent.  It  was  reported  in  the  Wall  Street  Journal  that  if 
you  increase  the  price  of  the  cigarette  that  you  would  end  up 
having  much  less  consumption.  The  GAO  estimated  for  example 
that  with  a  20-cent  per  pack  increase  in  cigarette  price,  there 
would  be  500,000  fewer  teenagers  smoking  per  year,  and  125,000 
fewer  premature  deaths.  Now  those  are  the  lower  end  of  the  esti- 
mates. Some  people  say  it  is  higher. 

Do  you  generally  concur  with  that  relationship  between  in- 
creased cost  and  more  lives  being  saved? 

Mr.  Whitley.  Let  me  just  first  address  the  raw  numbers  of  ciga- 
rettes being  bought.  You  mentioned  the  California  experience.  In 
California  there  was  an  initiative  on  the  ballot  that  

Senator  Bradley.  Do  you  agree  with  those  numbers,  though,  Mr. 
Whitley? 

Mr.  Whitley.  No.  No,  I  don't.  Let  me  quickly  tell  you  why.  In 
California  there  was  an  initiative  on  the  ballot  and  shortly  before 
the  vote  the  sales  of  cigarettes  ballooned.  It  was  obvious  that  per- 
sons in  anticipation  of  that  excise  tax  being  levied  sort  of  laid  in  a 
supply. 

Senator  Bradley.  Hoarded,  right?  You  mean  hoarded  them? 

Mr.  Whitley.  No,  bought  them  locally  in  anticipation  of  the 
excise  tax  going  up.  So  they  squirreled  in  a  supply  so  that  immedi- 
ately after  the  vote  there  is  a  short-term  drop  off.  Also,  Mr.  Chair- 
man, if  you  will  look  at  those  areas —  — 

Senator  Bradley.  So  from  that  standpoint  increasing  the  tax 
does  not  decrease  consumption.  So  why  are  you  worried? 

Mr.  Whitley.  It  did  not  in  that  case. 

Senator  Bradley.  So  why  are  you  worried?  We  could  raise  the 
tax  50  cents  and  you  would  still  be  selling  as  many  cigarettes. 
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Mr.  Whitley.  Well,  Mr.  Chairman,  it  does  decrease  consumption 
over  time  and  it  does  among  adult  smokers — now  there  is  no  evi- 
dence that  it  does  it  with  children.  And,  in  fact,  as  we  pointed  out 
earlier,  in  the  Northeast,  which  has  the  highest  average  cost  of 
cigarettes  anywhere  in  the  nation,  the  rate  of  smoking  by  teen- 
agers is  higher  on  the  average  than  it  is  in  the  rest  of  the  country. 

Now  teenagers,  unlike  adults,  who  are  living  on  a  lower  income 
do  not  have  to  pay  for  their  own  subsistence.  Teenagers  will  pay 
$60  for  a  pair  of  Reebok  tennis  shoes.  They  will  pay  $10  for  a  music 
tape.  They  will  pay  $20  for  a  ticket  to  a  rock  concert.  So  the  notion 
that  

Senator  Bradley.  Let  me  just  interrupt  you  there.  Most  kids  do 
not  do  that,  Mr.  Whitley.  A  certain  class  of  kids  does  that.  But 
most  kids  do  not  do  that. 

Mr.  Whitley.  Well  I  think  the  point  I  am  making,  Mr.  Chair- 
man, is  that  they  do  not  have  to  buy  necessities.  They  do  not  have 
to  buy  necessities  with  the  money  that  is  available  to  them.  And  to 
suggest  that  if  cigarettes  are  as  addictive  as  our  fellow  panelists 
claim,  that  a  teenager  would  let  15  cents  a  pack  make  the  differ- 
ence in  whether  he  smokes  or  doesn't  smoke  not  only  is  

Senator  Bradley.  So  what  is  your  opinion?  Does  it  decrease  con- 
sumption or  not? 

Mr.  Whitley.  It  decreases  total  consumption.  But  there  is  no  evi- 
dence that  

Senator  Bradley.  Decrease.  Decrease,  not  increase.  Does  it  de- 
crease consumption? 

Mr.  Whitley.  It  decreases  total  consumption. 

Senator  Bradley.  But  you  said  it  doesn't  decrease  it  among  teen- 
agers? 

Mr.  Whitley.  That  is  the  empirical  experience. 
Senator  Bradley.  Okay. 
Dr.  Klein? 

Dr.  Klein.  I'll  keep  this  brief,  Senator.  The  studies  are  fairly 
clear  across  the  country,  increasing  the  excise  tax  affects  younger 
smokers  more  than  older  smokers.  They  have  fewer  disposable  re- 
sources. 

I  would  like  to  just  give  you  an  example  about  why  I  think  we 
clearly  need  some  national  action  here.  Because  there  is  a  study 
out  of  Massachusetts  and  the  State  Department  of  Public  Health  in 
Massachusetts  where  they  looked  at  their  smokers  in  Massachu- 
setts. They  surveyed  people  and  found  out  how  many  cigarettes 
they  smoked. 

They  went  to  their  tax  rolls  and  they  tried  to  figure  out  where 
those  cigarettes  came  from  and  they  could  only  find  about  two- 
thirds  of  the  cigarettes  that  people  were  smoking  in  Massachusetts, 
which  makes  you  suspect  that  they're  coming  from  other  places 
where  they  are  cheaper.  People  behave  rationally  around  some 
kinds  of  markets;  there  are  a  fair  number  of  studies  that  show  with 
cigarettes  they  do. 

Senator  Bradley.  Dr.  Gates? 

Dr.  Gates.  I  think  the  California  data  are  consistent  with  all 
other  data  where  there  have  been  major  changes  in  the  cost  of 
cigarettes,  primarily  increases  from  taxes.  For  example  the  Canadi- 
an experience  showed  that  tobacco  sales  overall  fell  23  percent 
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after  the  increases  that  occurred  over  a  period  of  several  years  in 
that  country. 

I  think  the  data  are  very  clear  about  the  price  elasticity  of  smok- 
ing of  teenagers.  The  adult  smoker  is  committed — is  addicted.  And 
the  reduction  in  smoking  for  a  given  increase  in  price  is  less.  The 
computed  price  elasticity  for  the  adult  committed  smoker  is  some- 
thing like  0.4,  which  means  that  for  a  10  percent  increase  in  price, 
there  will  only  be  a  4  percent  drop  off. 

But  it  is  just  the  opposite  for  the  teenage  smoker  where  an  in- 
crease of  10  percent  would  result  in  a  greater  than  10  percent  de- 
crease in  smoking  by  teenagers.  An  important  reason  for  this  is 
that  the  teenagers  are  in  a  period  of  passing  from  experimental 
smoking  into  the  addiction  process.  Therefore,  they  are  much  more 
price  sensitive,  and  also  this  is  a  much  more  important  target  for 
us  to  intercede  on  to  prevent  them  from  entering  into  a  life  time  of 
smoking. 

Senator  Bradley.  Mr.  Whitley,  just  a  final  comment  on  the  Cali- 
fornia experience.  You  deny  that  there  was  this  reduction? 

Mr.  Whitley.  No.  I'm  just  explaining  that  the  short-term  reduc- 
tion is  probably  artificial  and  exaggerated.  Because  smokers  in  an- 
ticipation of  the  passage  of  that  initiative  on  the  ballot  bought  up  a 
supply  ahead  of  time;  and  also,  if  you  will  look  at  those  areas  near 
the  border,  you  will  see  that  the  sales  on  the  California  side  of  the 
border  have  dropped  and  with  corresponding  increases  on  the  Ari- 
zona side. 

So  I  am  just  saying  that  that  short-term  drop  that  you  described 
can  be  explained  by  factors  other  than  people  giving  up  smoking. 

Senator  Bradley.  So  it  would  be  like  a  couple  of  months  and 
then  it  would  be  back  to  normal.  Is  that  what  you  think? 

Mr.  Whitley.  Well  I  don't  know  about  a  couple  of  months, 
but  

Senator  Bradley.  But  is  the  reduction  

Mr.  Whitley  [continuing].  I  think  it  will  be  fairly  close  to  what  it 
has  been  if  you  discount  for  traffic  across  the  border. 

Senator  Bradley.  I  see.  Well  the  fact  is  that  the  statistic  is  for  a 
full  year.  It  is  not  for  a  couple  of  months;  it  is  for  a  full  year.  And 
therefore  to  assert  that  it  dropped  off  because  people  hoarded  and 
then  returned  to  normal  patterns  is  kind  of  contrary  to  this. 

Mr.  Whitley.  I  think  you  are  looking  at  wholesale  deliveries 
rather  than  retail  sales,  Mr.  Chairman. 

Senator  Bradley.  Is  it  your  understanding,  Mr.  Whitley,  that 
there  is  a  net  cost  to  the  Federal  Government  for  the  tobacco  pro- 
gram? 

Mr.  Whitley.  There  is  no  net  cost  over  time  with  the  present 
program,  except  for  administrative  expense.  You  have  cash  flow 
fluctuations  depending  on  the  rate  at  which  loans  are  being  made 
by  the  Commodity  Corporation,  the  CCC  as  opposed  to  

Senator  Bradley.  Do  you  know  how  much  that  administrative 
expense  is? 

Mr.  Whitley.  I  have  heard  a  figure  of  $20  million,  Mr.  Bradley. 

Senator  Bradley.  Well  it  is  $11  million. 

Mr.  Whitley.  All  right.  All  right. 

Senator  Bradley.  What  about  the  indemnities? 

Mr.  Whitley.  What  about  what? 
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Senator  Bradley.  Tobacco  insurance,  indemnities,  what  are 
they? 

Mr.  Whitley.  Unless  it  is  crop  insurance  you  are  talking  about,  I 
don't  know,  Mr.  Chairman. 

Senator  Bradley.  It  just  says — you  know,  this  is  from  the  Secre- 
tary of  Agriculture,  I  don't  know  too  much  about  this.  I  thought 
you  might. 

Mr.  Whitley.  I'm  not  sure  what  it  means  by  indemnity  insur- 
ance unless  it  is  Federal  crop  insurance  which  applies  to  most  agri- 
culture commodities. 

Senator  Bradley.  That  is  $28  million. 

He  says  direct  outlays  are  $36  million. 

Mr.  Whitley.  Those  direct  outlays  are  commodity  credit  loans 
that  come  back  in  when  the  tobacco  that  is  taken  in  is  security  for 
the  loan  is  sold.  That  is  a  cash  flow  item. 

Senator  Bradley.  Yes.  The  loans  made  were  $98  million  and  re- 
payments were  considerably  higher  than  that. 

Mr.  Whitley.  Right.  Right. 

Senator  Bradley.  Okay.  Well,  let  me  thank  the  panel  very  much 
for  your  testimony.  I  think  it  has  been  very  helpful.  We  have 
ranged  here  a  little  bit  beyond  just  the  health  effects  but  we  have 
to  in  order  to  get  the  issue  clearly  on  the  table.  Let  me  thank  you 
very  much. 

Our  next  panel  will  consist  of  Lonnie  Bristow,  a  member  of  the 
board  of  trustees,  American  Medical  Association;  Mr.  Robert  Tolli- 
son,  Duncan  Black  Professor  of  Economics,  Center  for  Study  of 
Public  Choice,  George  Mason  University;  Mr.  Robert  J.  Myers, 
former  Chief  Actuary,  Social  Security  Administration,  chairman, 
Commission  on  Railroad  Retirement  Reform,  Silver  Spring. 

Would  you  gentlemen  please  take  a  seat. 

Let  me  welcome  you  all  to  the  committee.  I  apologize  to  you  for 
going  on  longer  than  we  expected.  We  do  want  to  try  to  get 
through  this  if  we  can.  So  please  try  to  summarize  your  remarks. 
The  normal  procedure  is  to  take  5  minutes  to  summarize  your  re- 
marks and  then  we  will  have  questions  after  that. 

Let's  begin  with  Mr.  Bristow. 

STATEMENT  OF  LONNIE  R.  BRISTOW,  M.D.,  MEMBER,  BOARD  OF 
TRUSTEES,  AMERICAN  MEDICAL  ASSOCIATION,  SAN  PABLO,  CA, 
ACCOMPANIED  BY  MICHAEL  ZARSKI,  DIVISION  OF  LEGISLA- 
TIVE ACTIVITIES 

Mr.  Bristow.  Thank  you,  Mr.  Chairman.  My  name  is  Lonnie 
Bristow,  a  practicing  physician  and  I  am  a  member  of  the  AMA 
Board  of  Trustees.  And  with  me  today  is  Mr.  Michael  Zarski  of  the 
Association's  Division  of  Legislative  Activities. 

The  AMA  really  appreciates  this  opportunity  to  appear  before 
the  Senate  Finance  Committee  on  the  issue  of  tobacco  and  youth. 
Anyone  who  watches  the  electronic  or  print  media  today  would 
begin  to  conclude  that  health  advocates  are  experiencing  some  suc- 
cess in  the  war  against  tobacco  use. 

However,  even  though  smoking  rates  are  declining  among  all 
major  demographic  age,  race  and  sex  groups,  there  is  one  ominous 
exception  which  you  have  earlier  referred  to — young  females.  More 
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girls  are  now  smoking  than  boys.  And  equally  ominous  is  the  grow- 
ing popularity  of  smokeless  tobacco. 

An  estimated  1.7  million  children  between  the  ages  of  12  and  17 
today  are  using  smokeless  tobacco  which  is  a  direct  vehicle  for  nic- 
otine delivery  as  you  so  aptly  pointed  out.  Some  3  percent  of  the 
tobacco  industry's  current  profits  are  coming  from  children  under 
the  age  of  18,  which  in  the  majority  of  States  is  clearly  an  illegal 
activity. 

We  support  Secretary  Sullivan's  effort  to  introduce  model  legisla- 
tion. The  AMA  has  similarly  engaged  in  that  particular  direction, 
seeking  to  ban  vending  machines  and  seeking  to  have  licensure  im- 
posed upon  tobacco  vendors  at  the  State  level. 

One  of  the  more  recent  AMA  responses  to  this  health  challenge 
has  been  to  create  the  "Kids  Against  Tobacco"  Coalition  or  KAT. 
The  charter  members  of  this  Coalition  are  some  70  health  care  and 
youth  related  organizations  who  are  dedicated  to  helping  kids  to 
choose  to  be  tobacco  free.  This  program  was  announced  at  the  Ado- 
lescent Health  Congress  convened  by  the  AMA  in  Washington  just 
this  past  May  11;  and  already  we  have  received  numerous  calls  for 
further  information  on  the  KAT  Coalition  since  that  announce- 
ment. 

The  Coalition  will  build  a  grassroots  educational  program  focus- 
ing on  efforts  to  help  empower  children  to  protect  children.  The 
campaign  will  be  integrating  existing  tobacco  use  prevention  and 
cessation  resources  into  a  comprehensive,  clear,  consistent  message; 
a  message  which  will  be  delivered  to  kids  by  their  own  peers. 

This  is  just  the  beginning  of  what  we  hope  to  find  as  an  exciting 
campaign.  Many  innovative  approaches  are  expected  to  be  brought 
forward  and  be  integrated  in  the  coming  months  and  years.  We 
have  included  with  our  testimony  a  Kids  Against  Tobacco  informa- 
tion kit  which  the  AMA  and  the  Coalition  members  will  be  distrib- 
uting. That  kit  contains  facts  on  tobacco,  including  smoking,  pas- 
sive smoking  and  smokeless  tobacco. 

I  would  like  to  emphasize  again  that  the  KAT  Coalition  is  a  new 
initiative  and  we  anticipate  that  the  scope  of  the  Coalition's  activi- 
ties and  the  membership  roster  will  expand.  We  do  appreciate  this 
opportunity  to  inform  the  members  of  this  committee  about  our  ac- 
tivity and  would  like  to  commend  the  committee  for  your  concern 
about  tobacco  use  among  young  people. 

I  would  like  to  conclude  by  urging  you  to  approve  two  measures 
which  are  within  your  jurisdiction.  These  would  address  the  prob- 
lem we  are  discussing  here  today.  First,  the  Federal  excise  taxes  on 
tobacco  products  should  be  increased.  The  evidence  is  very  clear 
that  young  people  in  particular  are  very  price  sensitive  to  the  cost 
of  tobacco  products.  The  GAO  report  released  last  year  calculated 
that  an  increase  in  Federal  excise  tax  of  only  20  cents  a  pack 
would  likely  result  in  over  500,000  fewer  smokers,  which  in  turn 
would  lead,  according  to  one  estimate,  to  approximately  125,000 
fewer  premature  deaths  due  to  tobacco. 

Secondly,  we  urge  you  to  eliminate  the  tax  deductions  tobacco 
companies  are  allowed  for  their  advertising  and  promotion  ex- 
penses. While  the  tobacco  industry  denies  that  its  advertising  is 
targeted  to  children  and  adolescents,  there  is  ample  evidence  that 
such  advertisements  do  in  fact  reach  youth. 
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Such  recurring  themes  in  tobacco  advertising  as  you  see  dis- 
played before  the  committee  today  which  emphasize  independence 
and  sexual  attractiveness  have  particular  appeal  to  children  and 
adolescence.  Therefore,  we  strongly  support  the  elimination  of  the 
tax  deduction  as  being  an  important  step  in  the  right  direction. 

We  again  commend  the  Chairman  and  the  committee  for  holding 
this  hearing  and  we  would  be  pleased  to  answer  any  questions  you 
may  have  at  this  time. 

[The  prepared  statement  of  Dr.  Bristow  appears  in  the  appendix.] 

Senator  Bradley.  Thank  you  very  much,  Dr.  Bristow. 

Dr.  Tollison? 

STATEMENT  OF  ROBERT  D.  TOLLISON,  PH.D.,  DUNCAN  BLACK 
PROFESSOR  OF  ECONOMICS,  AND  DIRECTOR,  CENTER  FOR 
STUDY  OF  PUBLIC  CHOICE,  GEORGE  MASON  UNIVERSITY, 
FAIRFAX,  VA 

Dr.  Tollison.  Thank  you  very  much,  Senator  Bradley.  I  appreci- 
ate the  opportunity  to  testify  today.  I  am  appearing  here  at  the  re- 
quest of  the  Tobacco  Institute  to  talk  specifically  about  the  so- 
called  social  cost  of  smoking.  In  fact,  my  remarks  will  go  almost 
entirely  to  the  two  questions  that  Senator  Symms  put  to  the  previ- 
ous panel. 

Senator  Bradley.  So  you're  a  doctor  of  economics? 
Dr.  Tollison.  Correct. 
Senator  Bradley.  Okay. 

Dr.  Tollison.  My  point  is  really  not  complicated.  I  think  that  the 
concept  that  smokers  by  the  act  of  smoking  are  imposing  costs  on 
nonsmokers  or  on  society  is  what  economists  would  call  an  empty 
economic  box.  It  looks  like  science.  It  sounds  like  science.  But  when 
one  opens  the  box  and  looks  at  the  calculations  and  the  data,  what 
one  finds  is  not  science  at  all.  You  find  an  analysis  that  any  econo- 
mist worth  his  salt  could  rout,  I  think,  fairly  quickly.  It  basically 
turns  to  dust  in  your  hands. 

The  argument  is  not  that  there  are  no  costs  to  smoking,  but  that 
these  costs  are  private  costs  borne  and  paid  for  by  smokers  and  not 
social  costs  in  the  sense  that  that  term  has  been  used  in  profession- 
al economics. 

The  concept  is  simple.  I  can  illustrate  it  by  talking  a  little  bit 
about  this  literature  on  the  so-call  social  cost  of  smoking,  which  we 
have  heard  a  great  deal  about  already  today.  One  of  the  largest 
items  in  these  so-called  accountings  are  productivity  costs  of  smok- 
ing. The  typical  way  this  analysis  is  erected  is,  while  not  control- 
ling for  other  factors,  groups  of  smokers  and  nonsmokers  are  com- 
pared and  it  is  claimed  that  smokers  miss  work  more  often  than 
nonsmokers. 

I  know  of  only  one  careful  econometric  study  of  that  issue  which 
is  forthcoming  in  an  English  economics  journal  called  "Applied  Ec- 
onomics" in  which  the  researchers  bother  to  gather  a  large  body  of 
data  on  work  attendance  rates  and  control  for  other  relevant  fac- 
tors affecting  absenteeism  such  as  age.  When  you  do  that  you  find 
what  I  think  common  sense  would  suggest,  that  smoking  does  not 
have  a  statistically  significant  impact  on  work  attendance. 
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So  first  of  all  the  factual  premise  of  these  billions  of  dollar  costs 
that  are  put  in  social  cost  studies  is  not  correct,  at  least  given  the 
state  of  contemporaneous  econometric  research  on  the  issue. 

But  secondly,  what  if  it  were?  What  if  it  were  true  that  smokers 
due  to  illness  or  whatever  missed  work  more  often  than  nonsmok- 
ers?  Who  is  going  to  pay  for  that?  Where  will  competitive  labor 
markets  place  the  price  of  that  behavior?  It  will  clearly  place  it  on 
the  worker  who  is  absent  more  often.  It  will  not  place  it  on  other 
workers.  In  fact,  other  workers  should  be  ceded  a  competitive  ad- 
vantage in  the  labor  market  if  they  are  in  fact  competing  against 
less  reliable,  less  stable  workers  who  are  in  fact  alleged  to  be  smok- 
ers. 

So  that  is  one  example,  I  think,  of  a  very  large  item  in  these 
studies.  Some  $30  to  $40  billion  is  always  larded  into  the  productiv- 
ity cost  of  smoking  that  ought  to  just  be  taken  off  the  table.  It  does 
not  belong  there.  It  is  a  cost  that  is  borne  and  paid  for  by  smokers 
and  not  by  society;  and  it  offers  no  predicate  for  a  public  policy  ra- 
tionale to  tax  smokers. 

You  can  go  through  a  quite  similar  analysis  with  large  parts  of 
the  health  care  cost  that  are  put  in  these  social  cost  studies  of 
smoking.  For  example,  private  insurance  payments  by  smokers  and 
their  employers  are  counted  as  costs  that  somebody  other  than  the 
smoker  pays.  That  just  cannot  be  true.  It  is  not  true  by  definition. 
These  are  private,  voluntary  insurance  arrangements  entered  into 
by  smokers  with  an  insurance  company.  In  what  sense  does  that 
impose  a  cost  on  anyone  other  than  the  smoker? 

I  could  go  on,  Mr.  Chairman,  but  you  asked  us  to  be  brief.  I  think 
my  summary  statement  simply  is  that  this  is  an  empty  economic 
box.  It  is  not  a  rationale  for  a  tax  on  tobacco  or  for  a  regulatory 
scheme  with  respect  to  the  behavior  of  smokers. 

Thank  you  very  much. 

[The  prepared  statement  of  Dr.  Tollison  appears  in  the  appen- 
dix.] 

Senator  Bradley.  Thank  you.  Dr.  Tollison. 

Mr.  Myers,  welcome  to  the  committee,  as  always. 

STATEMENT  OF  ROBERT  J.  MYERS,  FORMER  CHIEF  ACTUARY, 
SOCIAL  SECURITY  ADMINISTRATION  AND  CHAIRMAN,  COMMIS- 
SION ON  RAILROAD  RETIREMENT  REFORM,  SILVER  SPRING, 
MD 

Mr.  Myers.  Thank  you,  Mr.  Chairman.  It  is  always  a  pleasure 
and  a  privilege  to  be  before  the  Senate  Finance  Committee,  as  I 
have  done  over  some  40  years  now.  The  appearance  of  the  room 
has  stayed  the  same  over  40  years;  I  think  my  appearance  probably 
has  changed  a  little. 

Senator  Bradley.  And  probably  the  people  up  here  have  changed 
a  few  times. 

Mr.  Myers.  Yes,  I  think  so. 

Today,  Mr.  Chairman,  I  am  going  to  deal  with  a  study  that  I 
made  as  to  mortality  between  smokers  and  nonsmokers  and  then 
give  certain  conclusions  from  that  study  with  regard  to  the  cost  of 
the  Social  Security  and  Medicare  programs. 
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Recently,  I  made  an  actuarial  analysis  of  a  survey  that  was  per- 
formed in  Erie  County,  PA  as  between  lifetime  smokers  and  life- 
time nonsmokers.  I  think  that  Erie  County  is  a  fairly  typical  place 
in  the  country,  so  the  results  have  a  certain  validity.  This  study 
was  unique,  among  all  studies  that  have  been  made  of  mortality  of 
smokers,  in  that  it  was  performed  in  the  same  way  that  the  nation- 
al life  tables  are  prepared  at  the  time  of  each  decennial  census. 

We  looked  at  the  deaths  among  smokers  and  nonsmokers.  We 
looked  at  the  population  as  divided  up  between  smokers  and  non- 
smokers.  The  results  were  indeed  surprising  to  me,  as  to  the  mag- 
nitude of  the  differences  in  life  expectancy.  In  brief,  the  expecta- 
tion of  life  that  we  found  at  age  30  for  nonsmokers  was  52.7  years, 
as  against  an  expectation  of  life  for  smokers  of  only  34.8  years.  A 
difference  of  almost  18  years. 

Similar  differentials  applied  for  other  attained  ages.  For  exam- 
ple, at  age  65,  nonsmokers  were  found  to  have  a  life  expectancy  of 
18.3  years,  or  somewhat  more  than  double  the  8.3  years  for  smok- 
ers. 

There  could,  of  course,  be  other  factors  involved  that  I  think  are 
immeasurable.  People  who  do  not  smoke,  perhaps  might  have  more 
favorable  physiological  characteristics,  but  I  am  convinced  that,  de- 
spite this,  the  very  significant  differences  that  we  found  are  indica- 
tive of  the  very  high  mortality  associated  with  lifetime  smoking. 

Now  taking  up  the  point  that  Senator  Symms  raised,  whether 
smokers  pay  their  way  or  not,  I  do  not  think  this  can  be  accurately 
figured.  There  are  too  many  counterbalancing  elements.  Many 
academicians  attempt  to  make  studies  of  this  matter;  and  I  do  not 
think  that  they  really  can  do  so  with  any  precision.  For  example, 
there  have  been  a  couple  of  studies  in  the  last  few  years  by  people 
who  pointed  out  that  the  Social  Security  program  was  going  to 
have  great  financing  problems  if  people  quit  smoking  because  then 
they  would  live  longer.  That  does  not  seem  relevant  to  me. 

After  all,  there  is  the  humane  side  of  the  matter,  which  is  much 
more  important  than  the  social  costs  or  the  national  costs.  Do  we 
want  to  solve  Social  Security's  problems  by  getting  people  to  smoke 
more  and  dying  earlier?  Of  course  not.  Not  anymore  than  we  want 
to  follow  the  Eskimo  theory,  or  the  supposed  Eskimo  theory,  of 
solving  the  retirement  problems  by  putting  the  aged  persons  out- 
side of  the  igloo. 

In  Medicare,  undoubtedly  I  think  that  smoking  has  cost  the  pro- 
gram net  as  compared  to  what  would  happen  if  people  did  not 
smoke.  There  are  some  cases,  of  course,  where  this  does  not  occur. 
If  a  smoker  dies  before  reaching  age  65,  as  against  that  person 
living  beyond  age  65,  obviously  there  is  less  Medicare  cost.  But  I 
think  that,  in  balance,  the  Medicare  program  has  much  higher 
costs  because  of  smoking. 

When  we  come  to  the  Social  Security  program,  obviously  if 
people  live  longer,  there  are  going  to  be  higher  retirement  costs. 
But  that  is  not  a  reason  to  encourage  people  to  smoke.  The  answer 
to  this  matter,  of  course,  is  not  that  the  Social  Security  program  is 
not  financially  viable,  but  rather,  if  people  were  to  stop  smoking, 
were  to  be  healthier,  and  were  to  live  longer,  they  also  would  work 
longer.  Then,  we  could  do  as  we  did  in  1983 — we  could  equitably 
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have  a  higher  normal  retirement  age  than  is  now  scheduled  under 
present  law. 

I  think  that,  in  balance,  any  analyses  that  are  made  as  to  what 
are  the  costs  of  smoking,  have  to  be  taken  with  some  skepticism, 
because  there  are  too  many  elements  to  factor  in.  But  we  do  know, 
and  I  think  that  we  can  conclude,  that  smoking  is  harmful  to  lon- 
gevity and  is  therefore  harmful  to  people,  and  that  it  would  be  a 
much  better  thing  if  people  did  not  smoke.  In  such  event,  the 
Social  Security  and  Medicare  programs  could  adjust  themselves 
quite  well  to  the  situation. 

Thank  you,  Mr.  Chairman. 

[The  prepared  statement  of  Mr.  Myers  appears  in  the  appendix.] 

Senator  Bradley.  Let  me  thank  you  very  much,  Mr.  Myers  for 
your  testimony,  and  Dr.  Tollison,  and  Dr.  Bristow. 

Let  me  if  I  can.  Dr.  Tollison,  just  whether  you  feel  that,  you 
know,  an  individual's  right  to  chose  means  that  Government 
should  financially  support  basically  the  promulgation,  the  peddling 
of  messages  that  encourage  self-destructive  behavior. 

Dr.  Tollison.  The  reference  you  are  speaking  to  is  the  advertis- 
ing exclusion? 

Senator  Bradley.  Yes. 

Dr.  Tollison.  I  think  so  long  as  tobacco  is  a  legal  product  to  be 
bought  and  sold  in  the  American  market  place  that  there  is  no  par- 
ticular reason  to  single  out  them  for  that  exclusionary  action  when 
you  would  not  exclude  other  industries  from  deducting  their  adver- 
tising expenses. 

Senator  Bradley.  So  it  doesn't  trouble  you  at  all  that,  you  know, 
if  you  could  be  shown  that  advertising  leads  to  illness,  leads  to  use 
of  tobacco,  leads  to  illness,  leads  to  premature  death — I'm  try  to  get 
out  of  the  economist  box  here. 

Dr.  Tollison.  I  understand. 

Senator  Bradley.  Whether  it  is  empty  or  not. 

Dr.  Tollison.  I  understand. 

Senator  Bradley.  Just  how  do  you  feel  about  that. 

Dr.  Tollison.  Let  me  just  say  that  there  have  been  a  lot  of  words 
spoken  this  morning  and  this  afternoon  about  the  impact  of  adver- 
tising on  the  consumption  of  tobacco  products.  Mr.  Whitley  tried  to 
say  what  I  think  is  what  the  econometric  literature  on  the  impact 
of  advertising  on  the  sales  of  tobacco  products  actually  concludes, 
which  is  that  it  does  not  have  an  impact  on  the  aggregate  demand 
for  tobacco.  It  impacts  the  market  shares  of  individual  companies. 

That  means  it  is  not  growing  or  causing  the  market  for  smoking 
to  grow  and  it  is  very  easy  to  see  why  a  firm  would  spend  to  main- 
tain market  share,  because  if  they  do  not  spend,  they  lose  market 
share.  And  as  Mr.  Whitley  pointed  out  market  share  is  valuable  to 
these  companies. 

So  I  see  the  issue  of  why  young  people  smoke  going  to  things  like 
their  friends,  their  peer  group,  their  family  habits,  what  one  might 
call  the  family  environment,  and  the  kind  of  environment  they  are 
confronted  with  at  home  and  not  to  the  price  of  tobacco  and  cer- 
tainly not  to  the  advertising. 

I  think  the  evidence  indicates  fairly  clearly  that  two  things  do 
not  matter  here.  One  is  price;  and  the  other  is  advertising. 
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Senator  Bradley.  Right.  So  I  mean  it  doesn't  matter  how  high 
the  price  is,  people  are  going  to  still  consume. 

Dr.  ToLLisoN.  I  didn't  say  that.  I  said  over  the  range  of  price  in- 
creases that  we  have  observed,  including  your  reporting  of  the  Cali- 
fornia example,  I  think  a  careful  assessment  of  what  is  happening 
in  California  this  year,  next  year,  the  year  after  will  show  that 
there  was  not  an  elasticity  on  the  order  of  magnitude  of  a  15  per- 
cent drop  in  smoking  due  to  that  test.  That  would  be  two  or  three 
standard  deviations  away  from  all  the  reported  elasticity  estimates 
that  we  have. 

Senator  Bradley.  So  basically  your  point  is,  if  you  grew  up  in  a 
family  of  Lucky  smokers  you  are  going  to  smoke  Lucky  unless  this 
advertisement  can  pull  you  over  to  some  other  brand? 

Dr.  ToLLisoN.  Well  if  you  grew  up  in  a  family  of  smokers,  the 
probability  that  you  are  going  to  smoke  is  higher  than  if  your  par- 
ents didn't  smoke. 

Senator  Bradley.  Yes,  but  for  this  to  be  followed  through,  the 
probability  that  you  would  smoke  a  particular  brand. 

Dr.  ToLLisoN.  That  may  be.  I  don't  really  know  whether  there's 
any  kind  of  following  behavior  with  respect  to  the  type  of  product 
that's  used. 

Senator  Bradley.  Dr.  Bristow,  you  know,  90  percent  of  the  smok- 
ers actually  begin  before  their  21st  birthday.  The  AMA  has  some 
thoughts  about  nicotine  as  a  drug  and  your  efforts  to  include  tobac- 
co in  the  curriculum  of  drug-free  schools  back  in  your  help  of  our 
effort,  back  in  1986.  Do  you  think  that  the  danger  from  tobacco 
warrants  warning  children  that  it  may  be  addictive? 

Dr.  Bristow.  Yes,  I  do,  Senator.  I  believe  that  the  decision  to 
smoke  is  formulated  in  the  early  years,  as  you  have  pointed  out.  It 
is  unusual  to  find  someone  who  is  25  years  old  and  decides  to 
smoke.  Everyday  when  I  examine  patients  in  my  office  I  take  a 
smoking  history  on  new  patients,  and  I  do  inquire  how  much  they 
smoke,  and  I  do  inquire  when  they  began  smoking. 

I  would  say  80  percent  of  the  time  is  a  reasonable  estimate  of  the 
number  of  times  I  hear  people  saying  they  began  smoking  at  age 
13,  14,  15,  16.  That  is  when  people  begin  smoking.  So  that  if  we  are 
going  to  try  to  affect  the  health  outcomes  that  occur  from  smiling, 
that  is  where  we  have  to  start. 

We  are  dealing  with  an  industry  that  uses  every  subtle  approach 
it  can  to  reach  young  people.  You  will  notice  that  poster  that  is  sit- 
ting in  front  of  the  committee  today.  The  Surgeon  General's  warn- 
ing has  been  removed  from  the  bottom  of  that  poster. 

The  warning  has  been  removed  in  order  to  get  to  the  coupon  that 
they  can  send  in  to  receive  free  cigarettes.  Then  the  poster  goes  on 
the  wall.  Now  I  don't  think  that  was  designed  by  the  tobacco  com- 
pany accidentally.  I  think  it  was  done  very  carefully  and  very  de- 
liberately. 

So  we  are  dealing  with  an  industry  that  has  its  own  moral  codes 
and  I  think  it  is  perfectly  appropriate  to  set  public  policy  which 
reacts  to  that.  I  think  that  answers  the  question  that  was  raised 
before  by  the  tobacco  industry  witness  left  who  raised  the  issue 
about  whether  or  not  you  should  treat  one  industry  different  from 
another. 
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I  think  it's  perfectly  appropriate  to  set  public  policy  in  the  best 
interests  of  the  public  and  to  respond  to  abuses  by  the  tobacco  in- 
dustry. 

Senator  Bradley.  Mr.  Myers,  do  you  have  any  kind  of  final  com- 
ment on  the  economics  that  we  were  discussing  here  today?  You 
have  such  a  wide  range  in  intellect,  you  can  just  choose  which  of 
the  areas  you  would  like  to  comment  on  as  your  parting  shot. 

Mr.  Myers.  Mr.  Chairman,  I  would  conclude  by  summarizing 
that,  regardless  of  the  ethical  or  moral  aspects  of  smoking,  the 
result  of  smoking  is  clearly  a  very,  very  significant  deleterious 
affect  on  longevity  and  on  morbidity.  And  certainly  regardless  of 
the  costs  involved  in  Social  Security  or  Medicare,  the  country 
would  be  much  better  off  if  people  live  longer  and  be  healthier,  and 
therefore  more  productive.  The  national  product  would  be  greater, 
and  I  think  that  all  the  evidence  is  that  smoking  very  seriously  af- 
fects mortality. 

Senator  Bradley.  So  would  you  support  the  denial  of  the  deduc- 
tion for  advertising  as  a  way  to  try  to  help  reduce  these  costs? 

Mr.  Myers.  Yes,  I  think  that  I  would  do  that.  I  would  also  sup- 
port a  much  higher  excise  tax  on  cigarettes  than  a  mere,  whatever 
it  is,  14  or  17  cents.  I  think  that  it  ought  to  be  $1  or  $1.50  or  $2. 
Maybe,  this  high  tax  for  a  while  would  help  balance  the  budget 
until  people  quit  smoking. 

Senator  Bradley.  Mr.  Myers,  on  your  final  comments,  the  com- 
mittee will  be  adjourned. 

Thank  you  all  three. 

[Whereupon,  the  hearing  was  concluded  at  1:03  p.m.] 
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Prepared  Statement  of  Lonnie  R.  Bristow 

Mr.  Chairman  and  Members  of  the  Senate  Finance  Committee:  My  name  is 
Lonnie  R.  Bristow,  M.D.  and  I  am  a  member  of  the  AMA  Board  of  Trustees.  With 
me  is  Michael  Zarski  of  the  Association's  Division  of  Legislative  Activities. 

The  AMA  appreciates  this  opportunity  to  appear  before  the  Senate  Finance  Com- 
mittee on  the  issue  of  tobacco  and  youth. 

Anyone  watching  the  news  or  reading  the  newspapers  would  conclude  that  health 
advocates  are  winning  the  war  against  tobacco  use.  Among  other  developments, 
smoking  is  now  banned  from  most  domestic  airline  flights;  targeted  populations 
such  as  minorities  and  women  are  objecting  to  tobacco  advertising  aimed  at  them; 
and  state  and  local  jurisdictions,  even  in  tobacco-producing  areas,  are  acting  to  pro- 
tect non-smokers  from  the  harmful  effects  of  involuntary  smoking  by  restricting 
smoking  in  public  places. 

Smoking  rates  are  declining  among  all  major  age,  race  and  sex  groups  with  one 
ominous  exception:  young  females.  More  girls  are  now  smoking  than  boys.  Equally 
ominous  is  the  growing  popularity  of  smokeless  tobacco,  particularly  moist  snuff 
among  male  adolescents.  The  average  age  of  first  use  of  smokeless  tobacco  is  10.8 
years  old.  An  estimated  L7  million  children  between  ages  12  and  17  use  smokeless 
tobacco. 

Our  grave  concern  about  tobacco  use  among  young  people  stems  from  several  fac- 
tors: 

1.  Most  smokers  start  as  children.  To  a  child,  the  long-term  ad  verse  health  conse- 
quences of  tobacco  use,  like  lung  cancer  and  heart  disesise,  seem  impossibly  remote. 
Children  also  underestimate  the  addictive  nature  of  tobacco  products. 

2.  Teenage  smoking  is  associated  with  other  forms  of  substance  abuse.  Cigarettes 
have  been  identified  as  a  "gateway"  drug — a  psychoactive  substance  whose  use  is 
common  among  people  who  later  use  other  drugs.  Whether  the  use  of  cigarettes 
leads  to  substance  abuse  is  not  established,  but  cigarette  smoking  teaches  kids  im- 
portant things  about  drug  use  which  are  helpful  in  learning  how  to  acquire  and  use 
other  drugs. 

3.  A  number  of  adverse  health  effects  result  from  kids  smoking.  Cancer  and  heart 
disease  may  be  far  down  the  road,  but  a  more  immediate  health  consequence  of  kids 
smoking  is  addiction  to  nicotine.  In  addition,  any  smoker,  regardless  of  age,  may 
contribute  to  the  toll  of  heart  disease  and  cancer  among  non-smokers  due  to  second- 
hand smoke.  Finally,  the  prevalence  of  teenage  pregnancy  and  smoking  places  our 
children's  children  at  risk  of  fetal  and  infant  morbidity  and  mortality. 

One  of  the  American  Medical  Association's  responses  to  this  health  challenge  has 
been  to  create  the  "Kids  Against  Tobacco"  coalition  (KAT).  The  charter  members  of 
this  coalition  are  70  healthcare  and  youth-related  organizations,  dedicated  to  help- 
ing kids  to  choose  to  be  tobacco-free. 

The  formation  of  the  KAT  Coalition  was  announced  at  the  AMA  Adolescent 
Health  Congress  on  May  11,  1990  here  in  Washington,  D.C.  It  was  received  with 
much  enthusiasm  from  the  educators  and  health  care  providers  in  attendance  at  the 
Adolescent  Health  Congress.  The  AMA  has  received  numerous  calls  for  further  in- 
formation on  the  KAT  Coalition  since  the  announcement. 

The  KAT  Coalition  will  build  a  grass-roots  educational  program  focusing  on  ef- 
forts to  help  empower  children  to  protect  children.  The  campaign  will  integrate  ex- 
isting tobacco  use  prevention  and  cessation  resources  into  a  comprehensive,  clear. 
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consistent  message — a  message  to  be  delivered  by  peers.  It  will  also  be  provided  both 
in  and  out  of  school  on  age-appropriate  levels  to  provide  reinforcement  of  the  tobac- 
co free  choice. 

To  help  reinforce  the  message,  preteens  and  teens  will  be  seeing  the  "PERFORM- 
ANCE EDGE"  Public  Service  Announcement  while  they  watch  their  music  videos, 
and  in  other  places  as  well.  The  "PERFORMANCE  EDGE"  PSA  is  the  subject  of  a 
cooperative  effort  between  KAT  and  the  HHS  Office  on  Smoking  and  Health.  It  ties 
in  with  video  and  magazine  materials  for  teens  prepared  by  the  Office  on  Smoking 
and  Health  and  the  Office  for  Substance  Abuse  Prevention. 

This  is  just  the  beginning  of  this  exciting  campaign,  and  many  innovative  ap- 
proaches are  expected  to  be  brought  forward  and  be  integrated  in  the  coming 
months  and  years. 

We  have  included  with  our  testimony  a  "Kids  Against  Tobacco"  information  kit 
which  the  AMA  and  coalition  members  will  be  distributing.  The  KAT  information 
kit  contains  facts  on  tobacco,  including  smoking,  passive  smoking  and  smokeless  to- 
bacco. 

Additional  materials  suggest  "what  you  can  do"  as  a  parent,  educator,  legislator 
or  young  person. 

Let  me  emphasize  again  that  the  KAT  Coalition  is  a  new  initiative  and  we  antici- 
pate that  the  scope  of  the  coalition's  activities  and  the  membership  roster  will 
expand. 

We  appreciate  this  opportunity  to  inform  the  members  of  this  committee  about 
our  activity  and  we  commend  you,  Mr.  Chairman,  for  your  concern  about  tobacco 
use  among  young  people. 

Let  me  conclude  by  urging  you  to  approve  two  measures  within  your  jurisdiction 
which  would  address  the  problem  we  are  discussing  here  today.  First,  the  Federal 
excise  taxes  on  tobacco  products  should  be  increased.  The  evidence  is  very  clear  that 
young  people  in  particular  are  very  price-sensitive  to  the  cost  of  tobacco  products. 
An  increase  in  the  excise  tax  would  discourage  teen  smoking  which,  over  time,  will 
substantially  reduce  the  adult  smoking  population.  The  General  Accounting  Office 
released  a  report  last  year  which  calculated  that  an  increase  in  the  Federal  excise 
tax  of  20  cents  a  pack  would  likely  result  in  over  500,000  fewer  smokers.  This  would 
lead,  according  to  one  estimate,  to  about  125,000  fewer  premature  deaths  due  to  to- 
bacco. 

Second,  we  urge  you  to  eliminate  the  tax  deductions  tobacco  companies  are  al- 
lowed for  their  advertising  and  promotion  expenses.  While  the  tobacco  industry 
denies  that  its  advertising  is  targeted  to  children  and  adolescents,  there  is  good  evi- 
dence that  such  advertisements  do  in  fact  reach  youth.  Some  recurring  themes  in 
tobacco  advertising,  such  as  independence  and  sexual  attractiveness,  have  particular 
appeal  to  children  and  adolescents.  Cigarette  advertising  is  very  heavy  in  several 
magazines  with  large  readerships  among  adolescents,  such  as  Glamour  (about  one- 
quarter  of  readers  are  girls  under  age  18),  Sports  Illustrated  (about  one-third  of 
readers  are  boys  under  age  18),  and  TV  Guide  (reaches  approximately  8.8  million 
readers  age  12  to  17). 

The  AMA  advocates  the  total  elimination  of  tobacco  advertising  and  promotion 
and,  after  thorough  legal  analysis,  we  are  convinced  of  the  constitutional  validity  of 
an  advertising  ban.  Due  to  controversy  over  this  point,  we  support  the  elimination 
of  the  tax  deduction  as  a  step  in  the  right  direction. 

Once  again,  the  AMA  commends  you,  Mr.  Chairman,  for  holding  this  hearing  and 
we  would  be  happy  to  provide  you  and  any  other  member  of  the  Committee  with 
additional  information  regarding  tobacco,  its  health  consequences  and  young  people. 
And,  of  course,  we  would  be  pleased  to  answer  any  questions  you  may  have  at  this 
time. 

APPENDIX  I.— POSITIVE  RESPONSES  TO  THE  KAT  COALITION  INVITATION 

[As  of  May  16.  1990] 

The  following  organizations  have  indicated  that  they  would  like  their  names  to  be 
announced  at  the  AMA  Adolescent  Health  Congress,  and  that  they  will  provide  a 
distribution  network  for  the  KAT  Coalition  information. 

Aches  'n'  Pains  4-H  Club 

American  Academy  of  Pediatrics 

American  Association  for  Respiratory  Care  (AARC) 

American  Association  of  Retired  Persons  (AARP) 

American  College  of  Cardiology 

American  College  of  Obstetricians  and  Gynecologists 
American  College  of  Physicians 
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American  College  of  Preventive  Medicine 

American  Dental  Association 

American  Hospital  Association 

American  Lung  Association 

American  Medical  Association 

American  Medical  Association  Auxiliary 

American  Nurses'  Association,  Inc 

American  Psychiatric  Association 

American  Public  Health  Association 

American  School  Health  Association 

American  Society  of  Internal  Medicine 

Arkansas  Department  of  Health 

Association  of  American  Medical  Colleges 

Association  of  State  and  Territorial  Health  Officials  (ASTHO) 

Asthma  &  Allergy  Foundation  of  America  (AAFA) 

Boy  Scouts  of  America 

Coaltion  for  a  Tobacco-Free  Utah 

Colorado  Stop  Teen  Addiction  to  Tobacco  (C-STAT) 

Office  of  Public  Health  Education,  Delaware  Division  of  Public  Health 

Doctors  Ought  to  Care  (DOC) 

Georgia  Department  of  Human  Resources,  Division  of  Public  Health,  Section  of 

Community  Health 
Girl  Scouts  of  the  USA  (GSUSA) 
Group  Against  Smokers'  Pollution  (GASP) 
Health  Insurance  Association  of  America 
Illinois  Department  of  Public  Health 

Division  of  Health  Education,  Indiana  State  Board  of  Health 
International  Association  of  Lions  Clubs 
Joint  Commission  on  Sports  Medicine  and  Science 
Kansas  Department  of  Health  and  Environment 

Division  of  Alcohol  &  Drug  Abuse  (OPRADA),  Louisiana  Department  of  Public 
Health 

March  of  Dimes  Birth  Defects  Foundation 

Massachusetts  Department  of  Public  Health,  Office  for  Ron  Smoking  and  Health 
Mississippi  State  Department  of  Health 
Missouri  Department  of  Health 

Montana  State  Department  of  Health  and  Environmental  Sciences 
National  Cancer  Institute/Smoking,  Tobacco  &  Cancer  Branch 
Rational  4-H  Council 

National  Association  of  Elementary  School,  Principals  (NAESP) 

National  Education  Association  (NEA),  Health  Information  Network 

National  High  School  Athletic  Coaches  Association 

National  Institute  on  Drug  Abuse 

National  Youth  Sports  Coaches  Association  (NYSCA) 

Nevada  State  Health  Division 

Tobacco  Use  Prevention  Program,  New  Mexico  Health  &  Environmental  Dept 
New  York  State  Department  of  Health,  Bureau  of  Adult  &  Gerontological  Health 
North  Carolina  Division  of  Health  Services 
North  Dakota  Department  of  Health 

Health  Education  &  Information  Service,  Oklahoma  State  Department  of  Health 
Office  on  Smoking  and  Health — Center  for  Chronic  Disease  Prevention  and 

Health  Promotion— CDC 
Commonwealth  of  Pennsylvania,  Department  of  Health 
Society  for  Adolescent  Medicine 
STAT— Stop  Teenage  Addiction  to  Tobacco 

TARGET— of  the  National  Federation  of  State  High  School  Associations 

Office  of  Smoking  &  Health,  Texas  Department  of  Health 

Tobacco  Free  California,  California  Medical  Association 

Utah  Department  of  Health,  Tobacco  Prevention  and  Control  Program 

Vermont  Coalition  on  Cancer  Prevention  &  Control 

Women  vs  Smoking  Network 

Washington  State  Department  of  Health,  Office  of  Heart  Disease  &  Cancer  Pre- 
vention 

Wyoming  Division  of  Health  &  Medical  Services 
YMCA  of  the  USA 
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Fact  Sheet  on  Smoking 


More  girls  are  now  smoking  than  boys,  although  both  are  smoking  less  than  they  were 
ten  years  ago.  Among  high  school  seniors,  28.8  percent  of  males  and  females  smoked 
daily  in  1976.  By  1984,  the  number  of  seniors  who  smoked  declined  to  18.7  percent. 
Among  males,  smoking  declined  from  28.0  percent  in  1976  to  16.0  percent  in  1984. 
A  smaller  decline  occurred  among  females  during  that  period  28.8  percent  to 
20.5  percent. 

Except  for  young  females,  smoking  has  declined  among  all  meuor  age,  race, 
and  sex  groups. 

The  number  of  people  who  have  quit  smoking  is  rising  steadily.  From  1978  to  1986 
the  ranks  of  former  smokers  increased  from  31.5  million  to  more  than  37  million. 

Smokers  who  have  quit  are  less  likely  to  backslide  if  surrounded  by  friends 
who  dont  smoke. 

The  risk  of  developing  lung  cancer  is  ten  times  greater  for  smokers  than  for 
nonsmokcrs.  Those  who  smoke  two  or  more  packs  of  cigarettes  a  day  are  15  to  25  times 
more  likely  to  die  of  lung  cancer  than  nonsmokers. 

Some  350,000  Americans  will  die  prematurely  this  year  of  diseases  linked  to  smoking. 
Thatls  as  many  Americans  as  have  been  killed  in  all  the  wars  fought  in  this  century. . . 
more  than  the  combined  annual  death  tolls  from  alcohol,  illegal  drugs,  traffic 
accidents,  suicide,  and  homicide.  That  makes  smoking  the  largest  preventable  cause 
of  illness  and  premature  death  in  our  country.  Worldwide,  even  the  most  conservative 
estimates  place  the  number  of  avoidable  deaths  caused  by  smoking  at  well  over  one 
million  a  year. 

Cigarette  smoking  has  been  implicated  as  a  cause  of  cancer  in  parts  of  the 

body  other  than  the  lungs,  including  the  mouth,  pharynx,  esophagus,  bladder,  and 

pancreas.  Smoking  causes  about  30  percent  of  all  cancers. 

Smoking  is  a  mEgor  cause  of  heart  disease,  emphysema,  and  chronic  bronchitis. 

Fires  caused  by  cigarettes  kill  more  than  2,300  men,  women  and  children  each  year 
in  the  United  States.  An  additional  5,000  victims  are  burned  in  cigarette-induced 
fires  each  year. 

In  1981  there  were  65,000  fires  caused  by  cigarettes  that  resulted  in  $300  million 
in  property  damage.  Local,  state,  and  national  fire  data  all  list  cigarette-induced 
fires  as  the  leading  cause  of  fire  fatalities. 
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•  Pregnant  women  who  smoke  have  higher  rates  of  miscarriage,  stillbirth,  premature 
birth,  and  complications  of  pregnancy.  More  of  their  babies  die  soon  after  birth  than 
the  newborns  of  nonsmoking  mothers. 

•  The  six  American  cigarette  companies  annually  spend  more  than  two  billion 
dollars  for  advertising  on  billboards,  in  newspapers  and  magazines,  and  on  numerous 
promotions,  many  of  which  are  televised. 


Source:  Fbcts  and  Figures  on  Smoking  1976-1986,  American  Cancer  Society 

For  further  information  about  the  AMA  "Kids  Against  Tbbacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

(312)645-5919 
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Fact  Sheet  on  Passive  Smoking 


Passive  smoking  (also  called  secondhand  smoking,  sidestream  smoking,  or  involuntary 
smoking)  is  the  inhalation  of  the  smoke  produced  by  another  person's  cigarette. 
The  Surgeon  General's  1986  Report  on  Involuntary  Smoking  documents  the  proven 
health  hazards  of  involuntary  smoking  by  nonsmokers: 

Increased  Risk  of  Cancer 

A  study  by  the  Environmental  Protection  Agency  has  estimated  that  500  to  5,000 
nonsmokers  die  annually  of  lung  cancer  caused  by  others'  cigarettes.  Even  if  the  lower 
figure  is  used,  this  makes  passive  tobacco  smoke  the  nation's  most  lethal  airborne 
carcinogen.  The  EPA  normally  regulates  air  pollution  if  a  substance  causes  only 
20  deaths  a  year. 

Sidestream  smoke  contains  much  higher  concentrations  of  toxic  and  cancer  causing 
chemicals  than  the  smoke  that  is  inhaled  directly.  About  75  percent  of  the  nicotine 
ft-om  a  cigarette  ends  up  in  the  atmosphere;  only  25  percent  enters  the  smoker's  body 

A  study  conducted  in  Japan  in  1984  shovyed  that  nonsmokers  who  lived  or 
worked  with  smokers  inhaled  significant  amounts  of  nicotine.  According  to  the  study, 
if  a  nonsmoker's  spouse  smokes  two  packs  a  day,  the  nonsmoker  ends  up  with  the 
same  amounts  of  cotinine  (the  breakdown  product  of  nicotine)  as  someone  who 
smokes  up  to  three  cigarettes  a  day.  Other  studies  have  shown  that  nonsmoking  wives 
of  smokers  face  four  times  the  expected  risk  of  lung  cancer  and  die  an  average  of 
four  years  earlier  if  their  husbands  are/were  longtime  smokers. 

Other  Respiratory  Conditions 

A  study  at  the  University  of  Califomia/San  Diego  found  that  nonsmokers  exposed 
to  secondhand  smoke  fi"om  their  colleagues  for  20  years  had  about  the  same  degree 
of  impaired  lung  function  as  someone  who  smoked  ten  cigarettes  a  day  for  20  years. 

Passive  smoking  among  children  of  smokers  has  been  found  to  cause  a  slower  growth 
of  lung  volumes  and  a  higher  incidence  of  bronchitis,  pneumonia,  and  other 
respiratory  illnesses. 

It  is  likely  that  passive  smoking  in  the  workplace  increases  the  risk  of  acute 
respiratory  disease  in  nonsmoking  adults. 

Eye  Irrilotion 

Eye  irritation  is  the  most  common  complaint  of  healthy  people  exposed  to 
secondhand  smoke. 
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Because  it  delays  recovery  of  vision  following  glare,  exposure  to  smoke  can 
impair  one's  driving. 

Other  Sinolc»4lelcifed  Symptoms 

Passive  smokers  often  experience  nasal  congestion,  headache,  cough,  sore  throat, 
hoarseness,  dizziness,  nausea,  loss  of  appetite,  &tigue,  and  irritability. 

Aggravation  of  Existing  Health  Conditions 

Passive  smoking  often  increases  symptoms  associated  with  angina  pectoris,  asthma, 
hay  fever,  emphysema,  or  other  respiratory  disease.  A  Canadian  study  found  that 
one-fifth  of  the  population  had  a  health  condition  that  was  aggravated  by  exposure 
to  tobacco  smoke. 

Exacerbated  Dangers  in  industrial  Environments 

Tobacco  smoke  exacerbates  the  harmful  effects  of  dangerous  physical  and  chemical 
agents  that  may  be  present  in  industrial  companies. 

Forty-three  states,  the  District  of  Columbia,  and  more  than  400  municipalities  now  limit 
or  restrict  smoking  in  public  places.  Thirty-one  states  have  laws  restricting  smoking 
in  public  workplaces;  25  states  have  comprehensive  clean  indoor  air  acts;  and  14 
states  have  laws  restricting  smoking  in  private  workplaces.  Thirty-four  states  have  laws 
restricting  smoking  in  hospitals.  Minnesota  was  the  first  to  enact  a  statewide  law 
specifically  designed  to  protect  nonsmokers  fiom  involuntary  exposure  to  cigarette  smoke. 

Sources:  Bureau  of  Business  Practice,  Division  of  Prentice  Hall,  Inc.,  1987. 
American  Cancer  Society,  1986. 

American  Medical  Association.  Pinal  Report  of  the  Tbbacco  Use  in 
America  Conference,  1989. 

For  further  information  about  the  AMA  "Kids  Against  Tbbacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Dlinois  60610 

(312)645-5919 
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Fact  Sheet  on  Smokeless  Tobacco 


Smokeless  tobacco  products  include  both  snuff  and  chewing  tobacco.  Snuff,  which 
can  be  either  dry  or  moist,  is  made  from  powdered  or  finely  cut  tobacco  leaves. 
In  some  countries,  including  Great  Britain,  dry  snuff  is  inhaled,  but  in  the  United 
States,  both  dry  and  moist  snuff  are  used  predominantly  by  placing  a  small  amount 
(pinch)  of  snuff  in  the  mouth  between  the  lip  or  cheek  and  gum.  This  procedure 
is  commonly  referred  to  as  "dipping."  Chewing  tobacco  comes  in  three  forms:  the 
tobacco  leaf  may  be  shredded  (loose-leaf),  pressed  in  to  small  bricks  (plugs),  or  dried 
and  twisted  into  strands  (twists).  Chewing  tobacco  can  be  chewed  or  held  in  place 
■  in  the  cheek  or  lower  lip.  Both  snuff  and  chewing  tobacco  are  often  treated  with 
sweeteners  and  flavoring  agents. 

Use  of  smokeless  tobacco  occurs  worldwide.  Due  to  fears  of  the  spread  of 
communicable  diseases  associated  with  expectoration,  use  of  smokeless  tobacco 
was  on  the  decline  until  the  early  1970s  when  usage  again  began  to  rise  sharply 

Current  estimates  are  that  in  the  United  States  there  are  about  12  million 
people  over  the  age  of  12  years  who  use  smokeless  tobacco  products.  Three  million 
of  the  users  are  under  21  years  of  age,  and  1.7  million  teenage  users  are  between 
the  ages  of  12  and  17  The  use  of  smokeless  tobacco,  particulariy  moist  snuff,  is 
increasing,  especially  among  male  adolescents  and  young  male  adults. 

Studies  of  smokeless  tobacco  use  among  adolescents  have  found  that  the  average 
age  of  the  first  use  of  smokeless  tobacco  is  10.8  years,  and  the  mean  age  of 
initiating  regular  first  use  is  12  years.  Reasons  for  initiating  use  included  peer 
pressure  from  using  friends,  curiosity  about  taste  and  effects,  and  use  by 
family  members. 

Many  adolescent  smokeless  tobacco  users  reported  that  they  believed  their  habit 
was  a  safe  alternative  to  cigarette  smoking.  They  were  able  to  purchase  smokeless 
tobacco  with  little  difficulty.  Discontinuing  use  was  reported  to  be  difficult  and 
frequently  unsuccessful. 

There  is  a  strong  association  between  the  use  of  snuff  and  oral  cancer.  The  excess 
risk  of  cancer  of  the  cheek  and  gum  may  reach  nearly  fiftyfold  among  long  term  snuff 
users.  Chewing  tobacco  may  also  increase  the  risk  of  oral  cancer. 

Experimental  investigations  reveal  potent  carcinogens  in  smokeless  tobacco.  These 
include  nitrosamines,  polycyclic  aromatic  hydrocarbons,  and  radiation-emitting 
polonium.  Tobacco-specific  nitrosamines  have  been  detected  at  levels  100  or  more 
times  higher  than  Government-regulated  levels  of  other  nitrosamines  permitted 
in  foods  eaten  by  Americans. 
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Smokeless  tobacco  use  can  lead  to  the  development  of  oral  leukoplakias  (white 
patches  or  plaques  on  the  oral  mucosa),  particularly  at  the  site  of  tobacco  placement. 
Based  on  evidence  from  several  studies,  a  portion  of  leukoplakias  can  undergo 
transformation  to  dysplasia  and  further  to  cancer. 

Gingival  recession  is  a  commonly  reported  outcome  of  smokeless  tobacco  use. 

Nicotine  levels  in  smokeless  tobacco  users  have  been  observed  to  reach  levels 
equivalent  to  those  in  cigarette  smokers  who  inhale.  Recent  studies  have  shown  that 
orally  administered  nicotine  has  the  potential  to  produce  physiological  dependence 
and  that  smokeless  tobacco  use  can  be  addictive. 

Studies  of  young  male  college  athletes  exposed  to  smokeless  tobacco  under 
experimental  conditions  have  demonstrated  significant  increases  in  both  heart  rate 
and  blood  pressure.  There  is  evidence  that  nicotine  plays  a  contributory  or  supportive 
role  in  the  pathogenesis  of  coronary  artery  and  peripheral  vascular  disease, 
hypertension,  peptic  ulcers,  and  fetal  mortality  and  morbidity. 

The  Surgeon  General's  Report  on  the  Health  Consequences  of  Using  Smokeless 
Tbbacco  concluded  in  1986  that:  "THE  ORAL  USE  OF  SMOKELESS  TOBACCO 
REPRESENTS  A  SIGNIFICANT  HEALTH  RISK.  ITIS  NOT  A  SAFE  SUBSTITUTE  FOR 
SMOKING  CIGARETTES.  IT  CAN  CAUSE  CANCER  AND  A  NUMBER  OF  NONCANCEROUS 
ORAL  CONDITIONS  AND  CAN  LEAD  TO  NICOTINE  ADDICTION  AND  DEPENDENCE." 

Sources:  AMA  Report  of  the  Board  of  trustees  W  (1-87),  "Smokeless  Tbbacco." 
Public  Health  Service.  The  Health  Consequences  of  Using  Smokeless  Tbbacco: 
A  Report  of  the  Advisory  Committee  to  the  Surgeon  General,  1986. 

For  further  information  about  the  AMA  "Kids  Against  Tbbacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

(312)645-5919 
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o 

what  You  Can  do  as  a  Health  Care  Professional 


KIDS  AGAINST  TOBACCO 


•  If  you  are  a  tobacco  user,  QUIT.  Health  care  professionals  are  powerful  role 
models  for  their  patients. 

•  Ask  your  patients  about  tobacco  use.  Tell  them  about  the  health  effects  of 
tobacco  use  and  urge  them  to  QUIT. 

•  Make  your  ofBces,  hospitals,  and  homes  tobacco-free  zones.  Place  signs  in 
prominent  places  to  inform  people  that  tobacco  use  is  not  allowed  in  those  areas. 

•  When  you  go  to  restaurants  ask  for  nonsmoking  seating.  If  a  restaurant  does  not 
have  designated  nonsmoking  areas,  LEAVE  and  tell  them  why  you  are  leaving.  The 
same  can  be  done  when  making  reservations  by  telephone. 

•  Place  m£^azines  without  tobacco  advertising  in  waiting  areas.  Some  examples  of 
these  are:  Good  Homekeeping;  American  Health;  Business  Week;  Health;  Harvard 
Business  Review;  Modem  Maturity;  Nation;  National  Geographic;  The  New  Yorker; 
Parenting;  Reader^  Digest;  Saturday  Evening  Post;  Science;  Smithsonian, 

and  many  more. 

•  Cancel  subscriptions  to  publications  that  have  tobacco  advertising.  Send  letters 
along  with  the  notice  of  cancellation  informing  the  editors  and  publishers  that 
they  are  continuing  the  exploitation  of  children  and  youth  by  advertising  addictive 
drugs— cigarette  and  tobacco  products. 

•  Adopt  a  no  smoking/no  tobacco  policy  at  all  professional  meetings. 

•  Become  actively  involved  in  making  schools  and  hospitals  smoke-free. 

•  Encourage  employers,  especially  schools  and  hospitals,  to  enroll  their  employees 
who  smoke  in  smoking  cessation  programs.  Nicotine  is  one  of  the  most  addictive 
drugs  known  to  man;  smokers  need  help  in  overcoming  this  addiction. 

•  Write  letters  to  legislators  urging  them  to  adopt  legislation  for  smoke-free,  tobacco- 
free  hospitals,  health  care  institutions,  and  educational  institutions  (including 
medical  schools). 

•  Write  letters  to  legislators  urging  them  to  adopt  legislation  to  ban  tobacco 
advertising,  particularly  in  the  areas  around  schools. 

•  Write  letters  to  legislators  urging  them  to  adopt  legislation  that  bans  the  sale  of 
tobacco  products  through  vending  machines. 
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Write  letters  to  legislators  urging  them  to  ban  the  distribution  of  free  samples 
of  tobacco  products  through  the  mail,  on  public  property,  and  other  places  open 
to  the  public. 

Work  with  your  professional  organization(s)  and  have  it  take  an  antitobacco  stand. 

Write  letters  to  legislators  urging  them  to  adopt  legislation  that  establishes  21  as  the 
minimum  age  for  purchase  of  tobacco  products.  Provisions  for  strong  enforcement 
should  be  made  that  include  meaningful  penalties  for  violations. 

Work  with  national,  state  and  local  antitobacco  groups  to  enforce  laws  prohibiting 
the  sale  of  tobacco  to  minors. 

Help  to  organize  antitobacco  demonstrations  at  sporting  events  that  are  sponsored 
by  tobacco  companies. 

Other  action  ideas: 


For  further  information  about  the  AMA  "Kids  Against  Tbbacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

(312)645-5919 
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What  You  Can  do  as  an  Educator 


If  you  are  a  tobacco  user,  QUIT.  Educators  are  powerful  role  models  for  their  students. 

Ask  your  students  about  tobacco  use.  Include  tobacco  in  your  health  education 
curriculum,  and  tell  your  students  about  the  health  effects  of  tobacco  use.  Educate 
students  about  preven  tion  and  cessation  of  tobacco  use. 

Make  your  schools,  ofBces,  and  homes  tobacco-free  zones.  Place  signs  in  prominent 
places  to  inform  people  that  tobacco  use  is  not  allowed  in  those  areas. 

Place  magazines  without  tobacco  advertising  in  waiting  areas.  Some  examples  of 
these  are:  Good  Housekeeping;  American  Healtfi;  Business  Week;  Health;  Harvard 
Business  Review;  Modem  Maturity;  Nation;  National  Geographic;  The  New  Yorker; 
Parenting;  Reader^  Digest;  Saturday  Evening  Post;  Science;  Smithsonian,  and 
many  more. 

Cancel  subscriptions  to  publications  that  have  tobacco  advertising.  Send  letters 
along  with  the  notice  of  cancellation  informing  the  editors  and  publishers  that  they 
are  continuing  the  exploitation  of  children  and  youth  by  advertising  addictive 
drugs— cigarette  and  tobacco  products. 

When  you  go  to  restaurants  ask  for  nonsmoking  seating.  If  a  restaurant  does  not 
have  designated  nonsmoking  areas,  LEAVE  and  tell  them  why  you  are  leaving.  The 
same  can  be  done  when  making  reservations  by  telephone. 

Adopt  a  no  smoking/no  tobacco  policy  at  school  related  functions. 

Become  actively  involved  in  making  schools  smoke-free. 

Encourage  your  students  to  become  involved  in  making  school  smoke-free  through 
circulating  petitions,  student  council  activities,  and  extra-curricular  activities. 

Enroll  employees  who  smoke  in  smoking  cessation  programs.  Nicotine  is  one  of 
the  most  addictive  drugs  known  to  man;  smokers  need  help  overcoming  this 
deadly  addiction. 

Write  letters  to  legislators  urging  them  to  adopt  legislation  for  smoke-fr«e, 
tobacco-free  educational  institutions. 

Write  letters  to  legislators  urging  them  to  adopt  legislation  to  ban  tobacco 
advertising,  particularly  in  the  areas  around  schools. 
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Write  letters  to  legislators  urging  them  to  adopt  legislation  that  bans  the  sale 
of  tobacco  products  through  vending  machines. 

Write  letters  to  legislators  urging  them  to  ban  the  distribution  of  ftee  samples 
of  tobacco  products  through  the  mail,  on  public  property,  and  other  places  open 
to  the  public. 

Write  letters  to  legislators  urging  them  to  adopt  legislation  that  establishes  21  as 
the  minimum  age  for  purchase  of  tobacco  products.  Provisions  for  strong  enforcement 
should  be  made  that  include  meaningful  penalties  for  violations. 

Work  with  national,  state  and  local  antitobacco  groups  to  enforce  laws  that  prohibit 
the  sale  of  tobacco  to  minors. 

Help  to  organize  antitobacco  demonstrations  at  sporting  events  that  are  sponsored 
by  tobacco  compaiues. 

Other  action  ideas: 


For  further  information  about  the  AMA  "Kids  Against  Tbbacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

(312)645-5919 
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what  You  can  do  as  a  Parent 


KIDS  AGAINST  TOBACCO 


•  If  you  are  a  tobacco-user,  QUIT.  Parents  are  powerful  role  models  for  their  children. 

•  Ask  your  children  about  tobacco  use.  TfeU  your  children  about  the  health  effects 

of  tobacco  use  and  let  them  know  at  an  early  age  that  you  do  not  approve  of  tobacco 
use  by  children  OR  adults. 


Make  your  home  a  tobacco-free  zone.  Place  signs  at  entryways  and  other  prominent 
places  to  inform  people  that  tobacco  use  is  not  allowed  in  your  home. 


When  you  go  out  to  restaurants  ask  for  nonsmoking  seating.  If  a  restaurant  does 
not  have  designated  nonsmoking  areas,  LEAVE  and  tell  them  why  you  are  leaving. 
The  same  can  be  done  when  making  reservations  by  telephone. 


•  Work  with  other  parents  in  your  community  to  develop  a  directory  of  restaurants 
where  families  can  breathe  and  eat  without  side-stream  smoke. 


•  Subscribe  to  magazines  without  tobacco  advertising.  Some  examples  of  these  are: 
Good  Housekeeping;  American  Health;  Business  Week;  Health;  Harvard  Business 
Review;  Modem  Maturity;  Nation;  National  Geographic;  The  New  Yorker;  Parenting; 
Reader^  Digest  Saturday  Evening  Post;  Science;  Smithsonian,  and  many  more. 


•  Cancel  subscriptions  to  publications  that  have  tobacco  advertising.  Send  letters 
along  with  the  notice  of  cancellation  informing  the  editors  and  publishers  that 
they  are  continuing  the  exploitation  of  children  and  youth  by  advertising  addictive 
drugs-cigarette  and  tobacco  products. 


•  Call  for  a  no  smoking/no  tobacco  policy  at  all  school  related  functions. 


•  Become  actively  involved  in  making  schools  smoke-free. 


•  Encourage  your  children  to  become  involved  in  making  schools  smoke-free  through 
circulating  petitions,  student  council  activities,  and  extra-curricular  activities. 


•  Urge  schools  to  enroll  employees  who  smoke  in  smoking  cessation  programs. 
Nicotine  is  one  of  the  most  addictive  drugs  known  to  man;  smokers  need  help  in 
overcoming  this  deadly  addiction. 


•  Write  letters  to  legislators  urging  them  to  adopt  legislation  for  smoke-ftee,  tobacco 
free  educational  institutions. 


Write  letters  to  legislators  urging  them  to  adopt  legislation  to  ban  tobacco 
advertising,  particularly  in  areas  around  schools. 
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•  Write  letters  to  legislators  urging  them  to  adopt  legislation  that  bans  the  sale  of 
tobacco  products  through  vending  machines. 

•  Write  letters  to  legislators  urging  them  to  ban  the  distribution  of  free  samples  of 
tobacco  products  through  the  mail,  on  public  property,  and  other  places  open 
to  the  public. 

•  Vinte  letters  to  legislators  urging  them  to  adopt  legislation  that  establishes  21  as 

the  minimum  age  for  purchase  of  tobacco  products.  Provisions  for  strong  enforcement 
should  be  made,  including  meaningful  penalties  for  violations. 

•  Work  with  national,  state  and  local  antitobacco  groups  to  enforce  laws  that  prohibit 
the  sale  of  tobacco  to  minors. 

•  Help  to  organize  antitobacco  demonstrations  at  sporting  events  that  are  sponsored 
by  tobacco  companies. 

Other  action  ideas: 


For  further  information  about  the  AMA  "Kids  Against  Tbbacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

(312)645-5919 
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What  You  can  do  as  a  Legislator: 


KIDS   AGAINST  TOBACCO 


•  If  you  axe  a  tobacco-user,  QUIT.  Actions  speak  louder  than  words  to  voters. 


•  Make  your  office  and  home  tobacco-free  zones.  Place  signs  at  entryways  and  other 
prominent  places  to  inform  people  that  tobacco  use  is  not  allowed  in  your  ofBce  or  home. 


When  you  go  to  restaurants  ask  for  nonsmoking  seating.  If  a  restaurant  does  not 
have  designated  nonsmoking  areas,  LEAVE  and  tell  them  why  you  are  leaving. 
The  same  can  be  done  when  making  reservations  by  telephone. 


•  Refuse  campaign  contributions  from  the  tobacco  industry  and  subsidiaries. 


•  Subscribe  to  magazines  without  tobacco  advertising.  Some  examples  of  these  are: 
Good  Housekeeping;  A  meiican  Health;  Business  Week;  Health;  Harvard  Business 
Review;  Modem  Maturity;  Nation;  National  Geographic;  The  New  Yorker;  Parenting; 
Reader^  Digest;  Saturday  Evening  Post;  Science;  Smithsonian,  and  many  more. 


•  Cancel  subscriptions  to  publications  that  have  tobacco  advertising.  Send  letters 
along  with  the  notice  of  cancellation  informing  the  editors  and  publishers  that  they 
are  continuing  the  exploitation  of  children  and  youth  by  advertising  addictive 
drugs— cigarette  and  tobacco  products. 


•  Call  for  a  no  smoking/no  tobacco  policy  at  all  legislative  functions. 


•  Support  or  initiate  legislation  for  smoke-free,  tobacco-free  educational  institutions. 


•  Support  or  initiate  legislation  to  ban  tobacco  advertising,  particular  in  areas 
around  schools. 


•  Support  or  initiate  legislation  that  bans  the  sale  of  tobacco  products 
through  vending  machines. 


•  Support  or  initiate  legislation  banning  the  distribution  of  free  samples  of  tobacco 
products  through  the  mail,  on  public  property,  and  other  places  open  to  the  public. 


•  Support  or  initiate  legislation  that  establishes  21  as  the  minimum  age  for 

purchase  of  tobacco  products.  Provisions  for  strong  enforcement  should  be  made 
that  include  meaningful  penalties  for  violations. 


Support  or  initiate  legislation  requiring  improved  warning  labels  on  tobacco  ads 
and  packages. 


61 


•  Support  or  initiate  legislation  to  eliminate  federal,  state,  or  local  financial  support 
for  the  growing  of  tobacco. 

•  Support  or  initiate  measures  to  provide  federal,  state,  or  local  financial  assistance 
for  farmers  who  wish  to  stop  growing  tobacco. 

•  Work  with  national,  state  and  local  antitobacco  groups  to  enforce  laws  that  prohibit 
the  sale  of  tobacco  to  minors. 

•  Support  or  initiate  legislation  to  ban  all  tobacco-related  advertising  in  locations 
where  sports  are  performed. 

Other  action  ideas: 


For  further  information  about  the  AMA  "Kids  Against  Ibbacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

(312)645-5919 
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What  Youth  can  do  Along  with  Parents 
and  Educators 


•  If  you  are  a  tobacco-usei;  QUIT.  Many  of  the  harmful  effects  of  tobacco  use  are 
reversible.  Become  a  positive  role  model  for  your  peers  and  for  younger  kids. 
Let  them  know  that  you  care  enough  about  yourself  to  QUIT. 


KIDS  ACAINST  TOBACCO 

•  Become  well  informed  about  the  effects  of  smoking,  passive  smoking,  and 
smokeless  tobacco. 

•  Help  to  educate  and  inform  your  classmates,  friends,  and  relatives  about  the 
harmful  effects  of  tobacco  use. 


•  If  your  parents,  friends,  or  relatives  use  tobacco,  ask  them  to  QUIT.  Tell  them 

that  you  care  about  them  and  that  you  want  them  to  be  around  for  a  long,  long  time. 

•  Ask  your  parents  to  make  your  home  a  tobacco-free  zone.  Place  signs  on  entryways 
and  in  other  prominent  places  to  inform  people  that  tobacco  use  is  not  allowed 

in  your  home. 

•  Become  involved  in  making  schools  tobacco  and  smoke-fr<ee  by  circulating  petitions 
and  becoming  involved  in  student  council  and  other  extra  curricular  activities. 

•  Start  a  "Kids  Against  Tbbacco"  (KAT)  Club  in  your  school.  Organize  poster  tee 
shirt,  and  sticker  design  contests  to  dramatize  the  negative  effects  of  tobacco  use 
and/or  the  positive  effects  of  being  tobacco-free. 


•  Call  for  a  no  smoking/no  tobacco  policy  at  all  school  related  functions. 


•  Get  copies  of  your  local  municipal  smoking  ordinances.  If  there  are  none,  attend 
city/village/town  council  meetings  and  call  for  ordinances  that  protect  nonsmokers 
from  the  passive  effects  of  smoking. 

•  When  you  go  out  to  restaurants  ask  for  nonsmoking  seating.  If  a  restaurant  does 
not  have  designated  nonsmoking  areas,  LEAVE  and  tell  them  why  you  are  leaving. 
The  same  can  be  done  when  making  reservations  by  telephone. 


•  Work  with  other  kids/youth  in  your  community  to  develop  a  directory  of  restaurants 
where  gunilies  can  breathe  iuid  eat  without  side-stream  smoke. 


•  Subscribe  to  magazines  without  tobacco  advertising.  Some  examples  of  these  are: 
Good  Hmsekeeping;  American  Health;  Business  Mek;  Health;  Harvard  Business 
Review;  Modem  Maturity;  Nation;  National  Geographic;  The  New  Yorker;  Parenting; 
Reader^  Digest;  Saturday  Evening  Post;  Science;  Smithsonian,  and  many  more. 
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Cancel  subscriptions  to  publications  that  have  tobacco  advertising.  Send  letters 
along  with  the  notice  of  cancellation  informing  the  editors  and  publishers  that  they 
are  continuing  the  exploitation  of  children  and  youth  by  advertising  addictive 
drugs— cigarette  and  tobacco  products. 

Write  letters  to  legislators  urging  them  to  adopt  legislation  for  smoke-free, 
tobacco-free  educational  institutions. 


Write  letters  to  legislators  urging  them  to  adopt  legislation  to  ban  tobacco 
advertising,  particularly  in  the  areas  around  schools. 

Write  letters  to  legislators  urging  them  to  adopt  legislation  that  bans  the  sale 
of  tobacco  products  through  vending  machines. 

TOite  letters  to  legislators  urging  them  to  ban  the  distribution  of  free  samples 
of  tobacco  products  through  the  mail,  on  public  property,  and  other  places  open 
to  the  public. 

Write  letters  to  legislators  urging  them  to  adopt  legislation  that  establishes  21  as  the 
minimum  age  for  purchase  of  tobacco  products.  Provisions  for  strong  enforcement 
should  be  made,  including  meaningful  penalties  for  violations. 

Work  with  national,  state  and  local  antitobacco  groups  to  enforce  laws  that  prohibit 
the  sale  of  tobacco  to  minors. 


Help  to  organize  antitobacco  demonstrations  at  sporting  events  that  are  sponsored 
by  tobacco  companies. 


Other  action  ideas: 


For  further  information  about  the  AMA  "Kids  Against  Tobacco"  (KAT) 
Coalition  contact:  Department  of  Preventive  Medicine 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

(312)645-5919 
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Prepared  Statement  of  Jonathan  D.  Klein 

Good  Morning,  Mr.  Chairman.  My  name  is  Jonathan  Klein,  and  I  am  a  CHnical 
Instructor  of  Pediatrics  at  the  University  of  North  Carolina  at  Chapel  Hill. 

It  is  a  privilege  to  appear  before  you  today  on  behalf  of  the  American  Academy  of 
Pediatrics,  whose  39,000  members  are  committed  to  the  promotion  of  infant,  child 
and  adolescent  health. 

My  colleagues  around  the  country  and  I  are  deeply  concerned  about  the  serious 
health  hazards  to  children  that  result  from  tobacco  smoking.  Children  who  live  in 
homes  with  smokers  are  involuntarily  exposed  to  both  sidestream  smoke  (arising 
from  the  burning  end  of  a  cigarette)  and  to  second-hand  smoke  (smoke  drawn  into 
the  respiratory  tract  of  the  smoker  and  then  exhaled).  This  involuntary,  or  "pas- 
sive" smoking,  results  in  a  variety  of  health  hazards,  including  more  lung  infec- 
tions, more  chronic  respiratory  disease  and  more  lung  cancer.  The  Academy  strong- 
ly supports  legislative  initiatives  to  eliminate  or  reduce  the  exposure  of  children  to 
tobacco  smoke,  to  encourage  children  not  to  smoke  and  to  help  smokers  quit. 

prenatal  exposure 

The  hazards  of  smoking  for  children  begin  even  before  birth.  Among  women  who 
smoke  during  pregnancy,  there  are  increased  risks  of  spontaneous  abortion  and 
fetal  death,  and  more  deaths  during  the  neonatal  period.  The  newborn  children  of 
women  who  smoke  during  pregnancy  are  also  more  likely  to  show  signs  of  poor 
intrauterine  growth.  Elimination  of  smoking  during  pregnancy  must  be  part  of  na- 
tional and  regional  efforts  to  reduce  the  incidence  of  infant  mortality  and  low  birth- 
weight. 

ACUTE  HEALTH  EFFECTS 

Because  of  their  dependence  upon  adults,  children  and  infants  have  inescapable 
risks  of  smoke  inhalation.  The  involuntary  exposure  of  children  to  tobacco  smoke 
results  in  increased  frequency  of  lower  respiratory  tract  infections.  Numerous  stud- 
ies have  found  that  bronchitis,  otitis  media  (ear  infections),  pneumonia  and  poten- 
/  tially  fatal  respiratory  syncjrtial  virus  (RSV)  lung  infections  occur  more  often  in  the 
/  children  of  parents  who  smoke  than  in  the  children  of  parents  who  do  not  smoke. 
Furthermore,  the  frequency  of  these  respiratory  infections  increases  with  the 
amount  of  parental  smoking;  children  who  live  with  two  adults  who  smoke  have  sig- 
nificantly more  infections  than  do  children  who  live  with  only  one  adult  who 
smokes.  The  respiratory  problems  associated  with  these  exposures  result  in  more 
disability-days  for  these  children  (and  thus  more  out-of-work  days  for  their  parents). 
It  also  results  in  more  frequent  and  longer  hospitalizations,  and  higher  overall  mor- 
tality rates  for  young  children  who  are  exposed  to  involuntary  smoke. 

Another  hazard  which  the  children  of  smokers  along  with  the  smokers  themselves 
face,  is  that  of  death  or  disability  due  to  fire;  it  has  been  estimated  that  cigarettes 
are  the  cause  of  30-40  percent  of  all  house  fires,  resulting  in  an  additional  several 
thousand  preventable  deaths  each  year. 

LONG-TERM  HEALTH  EFFECTS 

Children  whose  parents  smoke  also  have  decreased  lung  function  and  decreased 
lung  growth  compared  with  children  of  non-smoking  parents.  They  have  an  in- 
creased frequency  of  chronic  respiratory  symptoms,  especially  persistent  wheezing. 
Recently  published  evidence  from  the  Child  Health  Supplement  to  the  National 
Health  Interview  Survey  concluded  that  maternal  smoking  is  associated  with  higher 
rates  of  asthma,  an  increased  likelihood  of  using  asthma  medications,  and  an  earlier 
onset  of  the  disease. 

Studies  by  the  National  Institutes  of  Health  have  also  shown  a  significant  rela- 
tionship between  lifetime  exposure  to  passive  smoking  and  overall  lung  cancer  risk. 
The  increased  cancer  risk  was  greatest  for  people  whose  involuntary  exposure  to 
smoke  began  in  childhood  and  continued  through  adult  life.  In  addition,  although 
further  research  will  be  required  to  establish  these  latter  associations,  involuntary 
exposure  of  children  to  cigarette  smoke  may  also  result  in  a  predisposition  to  the 
development  of  chronic  obstructive  lung  disease  and  ischemic  heart  disease. 

tobacco  USE  BY  CHILDREN  AND  ADOLESCENTS 

The  United  States  Surgeon  General  has  estimated  that  6  million  teenagers  smoke, 
and  that  another  100,000  children  less  than  13  years  of  age  also  smoke.  Young 
people  whose  parents  smoke  are  almost  twice  as  likely  to  smoke  cigarettes  as  those 
whose  parents  do  not  smoke.  Many  cigarette-advertising  campaigns  also  incorporate 
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youthful  symbols  and  children's  role  models,  and  there  is  mounting  scientific  evi- 
dence that  cigarette  advertising  and  promotion  does,  in  fact,  influence  young  people 
to  smoke. 

Smokeless  tobacco  use  (snuff  and  chewing  tobacco)  is  also  increasing  among  chil- 
dren and  adolescents.  Smokeless  tobacco  is  a  proven  human  carcinogen,  and  has  a 
high  potential  for  creating  nicotine  addiction.  Widespread  and  carefully  targeted  ad- 
vertising campaigns  promote  the  mistaken  notion  that  smokeless  tobacco  is  safe. 
Smokeless  tobacco  is  advertised  frequently  and  has  been  distributed  free  of  charge 
to  youngsters  at  sport  events  and  rock  concerts.  Prominent  athletes,  musicians  and 
other  teenage  role-models  often  are  involved  in  its  promotion. 

A  1981  report  by  the  Federal  Trade  Commission  concluded  that  cigarette  advertis- 
ing may  be  deceptive  because  its  themes  and  imagery  have  a  capacity  or  even  a 
tendency  to  deceive.  Many  cigarette  advertisements  attempt  to  allay  public  anxi- 
eties about  the  hazards  of  smoking.  Some  advertisements  associate  smoking  with 
good  health,  athletic  vigor,  social  and  professional  success,  and  other  attractive 
ideas.  The  cigarette  is  portrayed  as  an  integral  part  of  youth,  happiness,  attractive- 
ness, personal  success  and  an  active,  vigorous,  strenuous  lifestyle.  As  recently  re- 
ported by  the  Centers  for  Disease  Control,  the  ban  on  radio  and  television  advertis- 
ing has  resulted  in  a  shift  to  other  promotional  devices,  including  sporting  and  cul- 
tural sponsorship,  free  samples  and  discount  coupons,  and  prominent  displays  in 
motion  picture  productions. 

Much  of  the  advertising  of  cigarette  companies  is  directed  toward  adolescents. 
Higher  excise  taxes  on  cigarettes  have  been  shown  to  be  an  effective  deterrent  in 
the  purchase  of  tobacco  products.  Most  importantly,  research  at  the  University  of 
Michigan  has  shown  that  children  and  youth  who  smoke  are  more  sensitive  to  price 
increases  than  are  adults — adolescents  smoke  less  when  the  price  of  a  package  of 
cigarettes  goes  up.  Thus,  increasing  tobacco  excise  taxes  or  forcing  cigarette  manu- 
facturers to  bear  the  full  costs  of  their  promotion  of  death  and  disease  to  children, 
would  result  in  fewer  children  smoking. 

CONCLUSIONS 

The  Academy  encourages  pediatricians  to  support  and  participate  in  anti-smoking 
educational  programs  in  children's  schools,  and  to  promote  public  awareness  of  the 
health  problems  associated  with  smoking  in  our  communities.  However,  we  also  be- 
lieve that  the  health  hazards  of  involuntary  smoking  are  of  sufficient  importance  to 
the  health  of  children  that  they  require  national  leadership  now.  The  Academy  be- 
lieves that  we  must  do  everjd:hing  possible  to  try  to  eliminate  or  reduce  the  involun- 
tary exposure  of  children  to  tobacco  smoke. 

Since  1986,  the  Academy  has  formally  supported  a  ban  on  all  forms  of  advertising 
in  all  media  for  all  tobacco  products.  Short  of  that,  we  would  also  support  legislative 
efforts  to  relieve  taxpayers  from  underwriting  the  costs  of  advertising  tobacco  prod- 
ucts. We  would  also  support  efforts  to  eliminate  advertising  campaigns  specifically 
designed  to  influence  young  people  to  smoke,  and  eliminate  the  sale  of  tobacco  prod- 
ucts to  young  people.  The  Academy  further  encourages  Congress  to  require  counter- 
advertisements  to  inform  the  public  of  the  dangers  of  tobacco.  We  also  support  in- 
creases in  the  Federal  excise  tax  on  all  tobacco  products. 

For  the  protection  of  the  present  and  future  health  of  the  children  of  this  nation, 
the  selling  and  advertising  of  all  forms  of  tobacco  must  be  eliminated  or  controlled 
without  delay.  The  American  Academ.y  of  Pediatrics  continues  to  support  all  efforts 
to  decrease  tobacco  smoke  exposure,  and  tobacco  use,  among  young  people. 

Thank  you.  I  would  be  happy  to  answer  any  questions  you  might  have. 
Attachments. 
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American  Academy  of  Pediatrics 


-TOBACCO  PRBB  GENERATION " 
PROGRAM  GOALS 
1989-1992 


1.     To  Increase  awareiness  of  the  Iiealth  )iazarcia|  of 

smoking  among  5  to  7  year-Old  children  by  developing 

an  educational  ca^Dapaign  and  materials  desigfied  to  prevent 

them  from  ever  starting  to  smoke* 


2.    To  develop  educational  materials  targeted  to  adolescent 
smokers,  specifically  teenage  female  smoker^,  to  decrease 
their  use  of  cigarettes. 


3.     To  work  with  the  Provisional  Committee  on  S<ii>0tance  Abuse 
and  the  Environmental  Hazards  Connittee  to  develop  and 
publicize  an  AAP  policy  statement  advocating  completely 
smoke- free  environments  in  all  schools,  hospitals  and 
doctors'  offices. 


4.     To  develop  a  plan  for  AAP  chapters  to  support  state  laws 
and  regulations  to  reduce  tobacco  use,  incli^ding  clean 
indoor  air  legislation. 


5.    To  work  with  the  i^erican  liung  Association  tjo  promote  the 
"Healthy  Beginnings"  kits,  encouraging  new  pjarents  and 
health  professionals  to  create  smoke- free  environments 
for  newborn  and  young  children. 


6.     To  develop  office  materials  for  pediatric ianis  to  promote 
non-smoking,  and  to  identify  children  who  srobke  or  live 
with  smoking  family  members  (e.g.,  by  placing  a  sticker 
on  their  medical  chart). 


7 .     To  develop  a  campaign  to  remove  or  modify  magazines  that 
advertise  tobacco  products  from  pediatricians'  offices. 


8.     To  provide  training  and  written  information  for  "Tobacco 
Free"  Coordinators  on  how  to  conduct  smoking  cessation 
classes  in  the  office,  and  train  other  pediatricians  on 
how  to  conduct  these  classes. 
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Committee  on  Adolescence 


Tobacco  Use  by  Children  and  Adolescents 

(RE7087) 


Cigarette  smoking  is  the  chief  single  (woidable 
cause  of  death  in  our  society  and  the  most  important 
health  issue  of  our  time} 

Despite  increased  public  awareness  of  the  long- 
term  morbidity  associated  with  the  initiation  of 
cigarette  smoking  during  childhood  and  adoles- 
cence, the  1979  US  Surgeon  General's  report  on  the 
health  consequences  of  smoking  estimated  that  6 
million  teenagers  smoke,  and  there  are  another 
100,000  younpters  less  than  13  years  of  age  who 
smoke.^  In  1979,  the  National  Institute  of  Educa- 
tion reported  a  fivefold  increase  in  the  number  of 
smokers  between  junior  high  school-  and  senior 
high  school-aged  students.'  In  1983,  Johnston  et  al* 
found  that  21%  of  high  school  seniors  were  regular 
daily  smokers.  Although  there  has  been  a  general 
decline  of  cigarette  smoking  among  male  adoles- 
cents, there  has  been  no  parallel  decline  in  the  rate 
of  cigarette  smoking  among  young  women,  partic- 
ularly those  17  and  18  years  of  age  (J.  A.  Califano, 
Jr,  unpublished  remarks.  1968,  1974,  1979).  Young 
women  who  use  oral  contraceptives  are  at  higher 
risk  of  cardiovascular  complications  if  they  smoke. 
Among  women  who  smoke  during  pregnancy,  there 
is  increased  risk  of  poor  fetal  growth,  spontaneous 
abortion,  fetal  death,  and  neonatal  death.'  * 

In  addition  to  the  use  of  cigarettes,  the  use  of 
"smokeless  tobacco,"  eg,  chewing  tobacco  and  snuff, 
is  becoming  more  common  among  young  people, 
particularly  rural  youth.  It  is  estimated  that  be- 
tween 10%  and  20%  of  high  school  students  use 
smokeless  tobacco.'  Its  use  has  been  associated  with 
leukoplakia,  oral  cancer,  tooth  abrasion,  and  loss  of 
teeth.*  There  is  also  a  possible  association  of  smok- 
ing of  clove  cigarettes  and  the  occvirrence  of  several 
illnesses.' 

Socioeconomic  factors  are  strongly  associated 
with  the  initiation  of  cigarette  smoking  in  young 
people.  Young  people  who  are  of  low  socioeconomic 
status  are  more  likely  to  commence  smoking  in  high 
school  than  are  young  people  of  high  socioeconomic 
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status.*"  Young  people  whose  parents  smoke  are 
almost  twice  as  likely  to  smoke  cigarettes  as  those 
whose  parents  do  not  smoke  (J.  A.  Califano,  Jr, 
unpublished  remarks,  1968, 1974, 1979).  The  lowest 
level  of  cigarette  smoking  is  found  among  teenagers 
whose  families  do  not  smoke.  Peer  pressure  to 
initiate  smoking  can  also  affect  the  decision  to 
smoke."  Many  cigarette-advertising  campaigns  in- 
corporate youthful  symbols  and  role  models,  and 
there  is  some  evidence  that  cigarette  advertising 
and  promotion  does,  in  fact,  influence  young  people 
to  smoke.'*-" 

ROLE  OF  THE  PEDIATRICIAN 

The  pediatrician  can  assume  a  leadership  role  in 
both  primary  and  secondary  prevention  of  smoking. 
Primary  prevention  assists  children  and  adoles- 
cents in  resisting  the  temptation  to  commence  cig- 
arette smoking.  Secondary  prevention  emphasizes 
the  reasons  to  stop  smoking  and  encourages  young 
people  to  actually  stop. 

Approaches  that  focus  on  the  maintenance  of 
health  and  on  physical  competence  are  mor^  effec- 
tive than  those  that  address  long-term  risks  which 
may  occur  many  years  hence.  Most  children  and 
adolescents  do  not  think  ahead  until  well  into  their 
adolescence,  and  even  then,  if  they  understand  the 
long-term  morbidity  of  smoking,  they  may  deny  the 
risks  of  smoking  during  their  adolescence.  Institu- 
tional and  social  support  for  nonsmoking  is  also 
critical  for  the  maintenance  of  nonsmoking  among 
oMi  young  people. 

The  major  settings  in  which  the  primary  and 
secondary  prevention  of  smoking  can  be  practiced 
by  the  pediatrician  are  (1)  the  office/clinic,  (2)  the 
school/community,  (3)  the  home,  and  (4)  the  media. 

Office/Clinic 

The  environment  of  the  office  can  provide  the 
opportunity  for  the  pediatrician  to  communicate 
attitudes  about  smoking.  By  not  smoking,  the  pe- 
diatrician can  serve  as  a  role  model  for  others  to 
emulate.  Smoking  by  the  staff,  the  adolescents,  or 
the  parents  should  not  be  allowed  in  the  pediatric 
offices  or  waiting  areas.  Nonsmoking  signs  and 
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ample  literature  about  the  problems  associated  with 
smoking  can  be  displayed 

Pediatricians  should  routinely  take  a  history  of 
smoking  and  other  tobacco  use  from  children  and 
adolescents.  If  the  young  person  has  initiated  smok- 
ing, a  discussion  about  the  maintenance  of  optimal 
health  should  be  undertaken.  Exploration  of  the 
adolescent's  knowledge  concerning  the  effects  of 
smoking  on  health  could  be  developed.  These  dis- 
cussions should  be  directed  toward  the  adolescent's 
cognitive  leveL  Because  normal  adolescents  are 
concerned  about  their  body  and  its  appearance,  the 
issues  of  tooth  staining,  mouth  odor,  and  decreased 
stamina  from  smoking  can  be  emphasized.  In  ad- 
dition, adolescents  should  be  assisted  with  devel- 
oping the  skills  to  resist  smoking  pressure  and/or 
stop  smoking. 

Counseling  the  parents  about  their  own  smoking 
habits  and  those  of  their  children  also  allows  an- 
other avenue  for  discussion.  AH  families,  especially 
those  in  which  there  is  a  strong  history  of  lung  and/ 
or  cardiovascular  conditions,  should  be  made  fully 
aware  of  the  particular  hazards  of  cigarette  smok- 
ing. Referrals  to  support  groups  or  other  conunu- 
nity  organizations  for  smoking  cessation  should  be 
made. 

School/Community 

Schoob,  churches,  and  recreation  facilities  are 
ideal  settings  in  which  to  integrate  smoking  edu- 
cation and  health  education.  Hiere  is  ample  liter- 
ature available  indicating  that  educational  pro- 
grams in  the  schools  such  as  didactic  sessions  and 
counseling,'*  skills  intervention,^^  and  awareness  of 
the  health  problems  associated  with  smoking  aHl 
have  short-term  effects  in  preventing  smoking.  Be- 
cause most  young  people  will  have  their  initial 
experience  with  smoking  prior  to  high  school,  edu- 
cational endeavors  need  to  be  initiated  at  early 
grade  levels. 

The  pediatrician  should  act  as  an  advocate  for 
such  programs  and,  if  possible,  participate  in  their 
development  and/or  teaching.  Assistance  can  be 
given  to  help  nonsmoking  teenagers  speak  up  for 
their  rights  to  a  smoke-free  environment  and  to- 
ward a  total  ban  on  tobacco  use  in  schools.The 
pediatrician  could  work  closely  with  health  educa- 
tion teachers,  physical  education  teachers,  trainers, 
and  science  teachers  in  the  preparation  of  such 
programs.  The  pediatrician  has  many  opportunities 
to  influence  local  school  boards  and  governing  bod- 
ies in  their  policy  decisions  affecting  cigarette 
smoking  among  adolescents  and  adults.  Leadership 
is  needed  to  support  restriction  of  the  sale  of  to- 
bacco products  to  young  people  through  retail  out- 
lets and  vending  machines  and  through  the  elimi- 


nation of  local  advertising  campaigns  that  seem 
likely  to  influence  young  people  to  start  smoking. 

Home 

Every  effort  should  be  made  to  encourage  smok- 
ing parents  to  relinquish  their  habit,  not  only  for 
their  own  sake  but  for  the  health  of  their  children, 
because  of  the  known  effects  of  passive  smoking*^ 
and  because  of  their  role  modeling  as  well.  This 
intervention  should  be  considered  throughout  the 
pediatrician-Camily  relationship  as  the  pediatrician 
is  the  advocate  for  healthy  families  as  well  as 
healthy  children. 

Media 

The  prevention  of  children's  smoking  is  a  con- 
stant g<>al  of  the  pediatrician.  With  the  initiation 
of  tobacco  use  currently  in  late  childhood  and  early 
adolescence,  pediatricians  should  support  efforts  to 
prevent  advertising  of  all  tobacco  products.  The 
pediatrician  can  play  a  leading  role  in  the  elimina- 
tion of  advertising  campaigns  that  seem  likely  to 
influence  young  people  to  start  smoking.  At  times, 
cigarette  advertisements  attempt  to  allay  anxieties 
about  the  hazards  of  smoking.  Some  advertisements 
associate  smoking  with  good  health,  athletic  vigor, 
social  and  professional  success,  and  other  attractive 
ideas.  "The  cigarette  is  portrayed  as  an  integral 
part  of  youth,  happiness,  attractiveness,  personal 
success  and  an  active,  vigorous,  strenuous  life- 
style."" 

During  the  past  decade,  some  progress  has  been 
made  in  reducing  the  numbers  of  persons  who 
smoke  cigarettes.  Pediatricians  should  be  at  the 
forefront  of  encouraging  optimal  child  and  adoles- 
cent health  by  becoming  leaders  in  discouraging 
cigarette  smoking  in  these  vulnerable  groups.  The 
American  Academy  of  Pediatrics  continues  to  sup- 
port the  efforts  of  pediatricians  to  decrease  tobacco 
use  among  young  people — a  major  health  issue  of 
our  time. 
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Committee  on  Environmental  Hazards 


Involuntary  Smoking— A  Hazard  to  Children 

(RE6057) 


Children  who  live  in  households  with  smokers 
are  involuntarily  eiqx>sed  to  aidestream  and  second- 
hand cigarette  smoke.  The  health  hazards  that  re- 
sult from  passive  smoking  will  be  reviewed.  This 
statement  tqxiates  a  1982  American  Academy  of 
Pediatrics  statement  on  the  environmental  conse- 
quences of  tobacco  smoking.* 

COMPOSITION  OF  SIDESTREAM  AND 
SECONDHAND  SMOKE 

Sidestream  smoke  arises  from  the  burning  end  of 
a  cigarette.*^  Secondhand  or  exhaled  mainstream 
smoke  is  drawn  into  the  re^iratoiy  tract  of  the 
smoker  and  then  is  exhaled.  Both  sidestream  and 
secondhand  smoke  contain  measurable  quantities 
of  such  toxins  as  carbon  monoxide  (CO),  ammonia, 
nicotine,  and  hydrogen  cyanide.  They  also  contain 
carcinogens,  including  ben2o[a]pyTene,  dimethyl- 
nitrosamine,  tar,  formaldehyde,  and  |3-naphthyla- 
mine.^  Concentrations  of  most  of  these  materials 
are  higher  in  sidestream  than  in  mainstream 
smoke.^  Air-sampling  surveys  have  documented  the 
involuntary  exposure  of  nonsmokers  to  the  prod- 
ucts of  cigarette  combustion."  These  studies  have 
shown  that  smoking  in  enclosed  rooms  can  produce 
CO  levels  greater  than  the  national  ambient  air 
quality  standard  of  9  ppm.*  Similarly,  elevated  con- 
centrations of  airborne  nicotine,  benzo[a]pyrene, 
and  suspended  particulates  have  been  documented.^ 

Biologic  evaluations  of  nonsmokers  involuntarily 
eiq>osed  to  cigarette  smoke  have  demonstrated  ele- 
vations of  1%  to  3%  in  carboxyhemoglobin  concen- 
tration.' Biologic  evaluations  of  involuntary  smok- 
ers have  also  found  increased  levels  of  nicotine  and 
of  cotinine,^^  the  major  metabolite  of  nicotine,  in 
the  urine  and  saliva.  In  addition,  studies  have  dem- 
onstrated increased  activity  of  enzymes  that  metab- 
olize benzo[a]pyrene  in  the  placentas  of  women  who 
smoke®  and,  possibly,  in  the  placentas  of  women 
involuntarily  exposed  to  cigarette  smoke.'  Finally, 
increased  urinary  excretion  of  mutagens  has  been 
found  in  involuntary  smokers.'" 
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SIZE  OF  THE  EXPOSED  POPULATION 

No  firm  estimates  of  the  number  of  American 
children  involuntarily  exposed  to  cigarette  smoke 
are  available.  However,  recent  surveys  have  found 
that  53%  to  76%  of  the  homes  in  the  United  States 
contain  at  least  one  smoker.^  Application  of  these 
rates  to  the  1980  US  Census  indicates  that  between 
8.7  and  12.4  million  American  children  less  than  5 
years  of  age  are  exposed  to  cigarette  smoke  in  their 
homes.  Because  smoking  is  most  common  in  fami- 
lies of  lower  socioeconomic  status,"  involuntary 
smoking  occurs  more  frequently  among  children  in 
such  families. 

ACUTE  HEALTH  EFFECTS  OF  INVOLUNTARY 
SMOKING 

Bronchitis,  pneumonia,  and  respiratory  syncytial 
virus  (RSV)  infection  have  all  been  found  to  occur 
more  often  in  the  children  of  parents  who  smoke 
than  in  the  children  of  parents  who  do  not 
smoke."-"  Furthermore,  the  frequency  of  these  res- 
piratory infections  have  been  found  to  increase  with 
the  amount  of  parental  smoking;  children  with  two 
parents  who  smoke  have  significantly  more  infec- 
tions than  children  with  only  one  parent  who 
smokes.  Maternal  smoking  relates  more  closely  to 
childhood  respiratory  infection  than  paternal 
smoking.  The  association  between  parental  smok- 
ing and  childhood  respiratory  infection  is  most 
strongly  evident  during  the  first  1  to  2  years  of  life 
and  diminishes  thereafter.**"'* 

Respiratory  symptoms,  persistent  wheeze  in  par- 
ticular, have  also  been  reported  to  be  more  frequent 
in  children  whose  parents  smoke  than  in  children 
whose  parents  do  not  smoke. '*-"'^  The  frequency 
of  these  symptoms  increases  with  the  number  of 
parents  who  smoke.  The  association  is  strongest  in 
the  first  year  of  life.** 

LONG-TERM  HEALTH  EFFECTS  OF 
INVOLUNTARY  SMOKING 

Children  of  parents  who  smoke  have  been  found 
to  have  small,  but  significant,  decreases  in  pulmo- 
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nary  function  compared  with  children  whose  par- 
ents do  not  smoke.*"  '*"'**  These  deficits  are  pri- 
marily obstructive  and  are  manifest  either  by  de- 
creased forced  expiratory  volumes  (FEV,.io  or 
FEB0.75)  or  decreased  forced  expiratory  flow 
(FEFzs-Ts).  These  effects  are  more  closely  related  to 
maternal  than  to  paternal  smoking.  Several  studies 
have  suggested  there  is  a  dose-response  relationship 
between  the  number  of  smokers  in  the  home  and 
the  degree  of  obstructive  impairment  Functional 
deficits  appear  to  be  more  serious  in  younger  than 
in  older  children. 

Longitudinal  foUow-up  of  children  whose  parents 
smoke  indicates  that  their  annual  rate  of  Ixxng 
.growth  is  significantly  less  than  expected."-^  The 
subsequent  failure  of  such  children  to  attain  their 
full,  genetically  determined  level  of  pulmonary 
function  may  predispose  them  to  chronic  obstruc- 
tive limg  disease  and  premature  pulmonary  failure. 

INVOLUNTARY  SMOKING  ANO  LUNG  CANCER 

Several  studies  have  evaluated  the  association 
between  involuntary  smoking  and  lung  cancer.  A 
case-control  study  in  Greece^-^  and  a  longitudinal 
prospective  study  in  Japan^  both  found  a  statisti- 
cally significant  association  between  the  occurrence 
of  lung  cancer  in  nonsmoking  women  and  smoking 
by  their  husbands.  In  both  studies;  the  wives'  nsk 
of  lung  cancer  increased  two-  to  threefold  according 
to  the  amoujit  of  the  husband's  smoking;  in  both 
studies,  dose-response  relationships  were  evident 
between  the  amount  of  involuntary  exposure  to 
smoke  and  cancer  mortality.^**  However,  a  study 
by  the  American  Cancer  Society  failed  to  find  a 
statistically  significant  increase  in  lung  cancer  in 
the  nonsmoking  wives  of  husbands  who  smoked, 
although  that  study  did  observe  a  nonsignificant 
trend  in  lung  cancer  mortality.®  Finally,  recent 
studies  from  the  National  Institutes  of  Health  have 
observed  a  positive  association  between  cumulative 
lifetime  exposure  to  passive  smoking  and  overall 
cancer  risk.*^'^  Cancer  risks  were  greatest  for  per- 
sons whose  involuntary  exposure  to  smoke  began 
in  childhood  and  continued  through  adult  life. 

INVOLUNTARY  SMOKING  AND  ISCHEMIC 
.  HEART  DISEASE 

A  recent  study  of  older  adults  found  that  the 
nonsmoking  wives  of  men  who  smoked  had  a  higher 
age-adjusted  death  rate  from  ischemic  heart  disease 
than  did  women  whose  husbands  had  never 
smoked.^*  This  difference  remained  evident  after 
adjustment  of  the  data  for  differences  in  cardiac 
risk  factors. 

CONCLUSIONS 

The  involuntary  exposure  of  children  to  tobacco 


smoke  results  in  increased  trequency  of  lower  res- 
piratory tract  infections,  increased  frequency  of 
respiratory  symptoms,  decreased  pulmonary  func- 
tion, and  decreased  lung  growth.  In  addition,  invol- 
untary exposure  of  children  to  cigarette  smoke  may 
result  in  predisposition  to  the  development  of 
chronic  obstructive  lung  disease,  lung  cancer,  and 
ischemic  heart  disease.  Although  further  research 
will  be  required  to  establish  these  associations,  all 
are  biologically  plausible  consequences  of  involun- 
tary smoking.  Furthermore,  all  are  of  sufficient 
importance  to  children's  future  health  that  they 
demand  prudent  preventive  action  even  in  the  ab- 
sence of  complete  evidence  on  causality. 

RECOMMENDATIONS 

Vigorous  and  immediate  action  is  required  to 
reduce  the  involimtary  exposure  of  children  to  to- 
bacco smoke.  Because  the  determinants  of  passive 
smoking  are  manifold,  a  successful  strategy  to  re- 
duce passive  smoking  must,  consist,  of  several  com- 
plementary elements: 

1.  Pediatricians  should  seek  a  history  of  invol- 
untary exposure  to  tobacco  smoke  whenever  they 
encounter  a  child  with  lower  respiratory  tract  in- 
fection, persistent  respiratory  symptoms,  or  unex- 
plained alterations  in  lung  function.^ 

2.  Pediatricians  must  increase  their  efforts  to 
inform  both  patients  and  parents  about  the  hazards 
of  tobacco.' 

3.  Pediatricians  should  set  an  example  by  not 
using  tobacco  products.' 

4.  Pediatricians  should  take  the  lead  in  urging 
that  (a)  sales  of  all  tobacco  products  be  banned  in 
all  pediatric  hospitals  and  in  other  facilities  caring 
for  children^  and  (6)  cigarette  smoking  be  banned 
in  all  such  facilities,  except  in  certain  designated 
areas." 

5.  Pediatricians  and  Academy  chapters  should 
urge  their  state  and  local  governments  to  consider 
passage  of  clean  indoor  air  legislation.  Such  legis- 
lation prohibits  all  indoor  smoking,  except  in  areas 
where  it  is  specifically  permitted;  this  legislation 
has  been  passed  successfvilly  in  several  states.^'-^ 

6.  Pediatricians  and  Academy  chapters  should 
encourage  the  Congress  and  the  Federal  Trade 
Commission  to  (a)  ban  all  advertising  in  all  media 
for  all  tobacco  products'®  *";  (6)  sponsor  counter- 
advertisements,  particularly  on  television,  to  in- 
form the  public  of  the  dangers  of  tobacco;  (c) 
strengthen  the  health  warnings  that  appear  on  cig- 
arette packages;  such  messages  should  specifically 
warn  of  the  hazards  of  involuntary  smoking;  and 
(d)  increase  the  federal  excise  tax  on  all  tobacco 
products.  Higher  excise  taxes  have  been  shown  to 
be  an  effective  deterrent  in  the  purchase  of  to- 
bacco/' 
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7.  Pediatricians  and  Academy  chapters  should 
urge  Congress  to  dismantle  the  tobacco  price  sup- 
port program.' 
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Prepared  Statement  of  Senator  Frank  R.  Lautenberg 

Mr.  Chairman,  I  commend  you  for  holding  this  hearing  and  thank  you  for  the 
chance  to  testify. 

Mr.  Chairman,  I  know  that  part  of  the  mission  of  your  Committee  is  to  address 
pressing  health  care  issues.  I  commend  the  Chairman  for  focusing  this  hearing  on 
smoking  and  health.  One  of  the  principal  problems  plaguing  our  society  is  the  cost 
to  the  health  care  system  from  tobacco  addicted  Americans.  Each  year  cigarette 
smoking  costs  our  economy  $65  billion  annually  in  health  care  costs  and  lost  produc- 
tivity. Cigarette  smoking  costs  the  Medicaid  and  Medicare  programs.  It  impacts  on 
private  health  insurance  plans. 

The  need  to  look  at  the  impact  of  smoking  on  health  care  costs  couldn't  be  great- 
er. And  the  place  to  begin  an  examination  of  this  issue  is  with  our  young  people.  If 
we  can  prevent  our  young  people  from  getting  hooked  on  tobacco  products,  we  can 
save  countless  lives  and  billions  of  dollars  in  health  care  costs  for  the  American 
people  down  the  road. 

Right  now  we  are  losing  the  battle  to  prevent  our  kids  from  smoking.  The  facts 
speak  for  themselves.  According  to  the  Surgeon  General's  1989  report,  approximate- 
ly 80%  of  smokers  started  before  the  age  of  21.  One  out  of  four  high  school  seniors 
who  has  ever  smoked  began  when  he  was  12  years  old.  The  earlier  a  young  person 
begins  using  tobacco,  the  harder  it  is  for  them  to  kick  the  habit. 

As  more  and  more  people  quit  smoking,  the  tobacco  industry  has  stooped  lower 
and  lower  in  order  to  keep  their  cash  registers  ringing. 

Just  to  replace  those  smokers  who  quit,  the  tobacco  industry  needs  to  hook  6000 
new  smokers  a  day  according  to  the  Coalition  on  Smoking  or  Health.  And  where 
does  the  industry  turn  for  its  profits?  It  turns  to  the  disadvantaged  and  to  minori- 
ties. "Uptown" — the  cigarette  the  industry  planned  to  test  market  to  blacks  in 
Philadelphia — was  among  the  most  blatant  of  its  racial  appeals.  The  industry  turns 
its  guns  on  female  teenagers.  Dakota  is  the  kind  of  product  they'd  sell.  And,  most 
reprehensible  of  all,  the  industry  has  targeted  our  kids. 

The  tobacco  industry  says  it  doesn't  want  kids  to  smoke.  It  says  it  doesn't  try  to 
lure  minors  into  a  life-time  of  smoking. 

But  the  tobacco  industry's  actions  are  just  the  opposite  of  what  it  purports  are  its 
aims. 

The  tobacco  industry's  voluntary  code  says  the  industry  will  not  use  sports  or  ce- 
lebrity testimonials  that  have  a  special  appeal  to  persons  under  21  years  old.  Yet 
the  industry  continues  to  sponsor  the  Virginia  Slims  Tennis  Tournament,  the  Marl- 
boro Grand  Prix  and  other  sporting  events  that  attract  millions  of  young  people.  It 
continues  to  hope  that  young  television  viewers  will  see  their  athletic  heroes  and 
tobacco  company  logos  side  by  side  on  the  t.v.  screen. 

The  tobacco  industry's  voluntary  code  says  cigarette  advertising  will  not  suggest 
that  smoking  is  essential  to  social  prominence,  distinction,  success  or  sexual  attrac- 
tion, and  that  it  will  not  picture  a  person  smoking  in  an  exaggerated  manner.  But 
cigarette  ads  suggest  all  of  these  things— like  these  recent  Camel  ads  in  Sports  Illus- 
trated and  People  magazine. 

The  tobacco  industry's  voluntary  code  says  free  cigarette  samples  will  not  be 
given  to  any  person  who  is  known  to  be  younger  than  21  years  old.  Yet  minors  re- 
ceive advertisements  in  the  mail  that  offer  them  free  packs  of  cigarettes.  Young 
people  are  approached  on  the  street  and  offered  free  cigarette  samples. 

The  tobacco  industry  tries  to  lure  our  young  people  into  smoking  with  all  kinds  of 
flashy  gimmicks.  It  gives  away  free  t-shirts  that  appeal  to  young  people.  It  gives 
away  cartoon  posters  that  appeal  to  young  people.  Tobacco  companies  don't  mind 
having  their  brand  name  ripped  off  to  sell  candy  cigarettes  to  adolescents. 

Mr.  Chairman,  for  too  long  our  government  has  been  complacent  about  the  num- 
bers of  young  people  that  are  taking  up  smoking.  For  too  long  it  sat  on  the  sidelines 
and  watched  tobacco  products  slowly  suck  the  life  out  of  our  citizens.  We  can  no 
longer  sit  idly  by  while  tobacco  companies  cynically  devise  marketing  campaigns  to 
lure  our  most  vulnerable  people — particularly  our  children — into  a  life  of  nicotine 
addiction. 

We  need  to  fight  back. 

In  many  ways,  the  fight  against  tobacco  addiction  among  our  young  people  is  like 
the  fight  against  drug  addiction.  Drugs  are  addictive.  But  tobacco  may  be  more  so. 
Drugs  are  fatal.  So  is  tobacco.  It  leads  to  cancer  and  lung  disease  and  heart  disease. 
We  know  that  it  takes  nearly  400,000  precious  American  lives  each  year.  And  we 
know  that  it  costs  us  billions  annually  in  lost  productivity  and  health  care  costs  re- 
sulting from  sickness  or  disease  related  to  cigarette  smoking. 
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We're  fighting  an  all  out  war  to  keep  our  kids  off  drugs.  We've  targeted  resources 
for  drug  education.  We've  appointed  a  Federal  drug  czar.  And  we're  trying  to  get 
more  money  into  our  cities  and  states  to  fight  drug  abuse. 

But  what  have  we  done  to  keep  our  kids  away  from  tobacco?  What  have  we  done 
to  prevent  our  children  from  taking  an  often  fatal  first  puff  and  becoming  addicted 
for  life? 

Not  enough. 

We  see  11,  12,  and  13  year  olds  smoking  cigarettes  in  our  schools  and  shopping 
malls,  but  the  Federal  Government  hasn't  made  a  concerted  effort  to  stop  it.  We  see 
9  year  old  kids  buying  cigarettes  from  vending  machines  and  in  our  stores,  but  we 
haven't  acted  to  prevent  it.  We  see  children  being  given  free  cigarette  samples,  but 
we  haven't  insisted  that  it  stop. 

If  we  saw  a  10  year  old  child  holding  a  gun  to  his  head,  surely  we'd  intervene  to 
save  that  young  child's  life. 

We  should  have  the  same  reaction  when  it  comes  to  our  kids  smoking  cigarettes. 
We  need  to  act  aggressively  and  intervene  to  prevent  young  kids  from  getting 
hooked. 

I  have  introduced  legislation,  the  Adolescent  Tobacco  Prevention  Act,  that  would 
create  two  new  incentive  grant  programs  to  encourage  states  to  enact  and  enforce 
laws  to  limit  youth  access  to  tobacco  products.  The  bulk  of  that  legislation  has  been 
incorporated  into  the  "Tobacco  Education  and  Control  Act  of  1990,"  which  was  re- 
ported out  of  the  Senate  Labor  and  Human  Resources  Committee  last  week. 

The  Adolescent  Tobacco  Prevention  Act  would  create  incentive  grants  for  states 
that  enact  and  enforce  laws  prohibiting  the  sale  of  tobacco  products  to  a  minor 
under  the  age  of  18.  States  that  already  have  laws  on  the  books  would  be  given  an 
incentive  to  enforce  those  laws.  States  would  be  encouraged  to  prohibit  the  distribu- 
tion of  free  cigarette  samples.  The  bill  would  also  create  an  incentive  grant  program 
to  get  states  to  make  elementary  and  secondary  schools  smoke-free. 

Under  the  bill,  states  would  be  encouraged  to  ban  the  sale  of  tobacco  products  in 
vending  machines  except  in  areas  such  as  bars  and  nightclubs  where  minors  are  not 
permitted.  The  ability  of  young  people  to  purchase  cigarettes  through  vending  ma- 
chines is  inextricably  linked  to  enforcement  of  minimum  age  laws.  If  we  are  going 
to  expect  merchants  to  respect  minimum  age  laws,  it  doesn't  make  sense  to  provide 
minors  with  access  to  tobacco  products  from  vending  machines.  Now,  merchants  can 
point  to  unrestricted  vending  machine  sales  of  tobacco  products  as  a  reason  for  con- 
tinuing to  sell  tobacco  products  to  a  minor.  We  need  to  eliminate  this  disincentive. 

The  need  to  act  quickly  and  decisively  to  discourage  young  people  from  taking  up 
smoking  couldn't  be  greater.  The  Federal  Government  needs  to  fight  back  to  pre- 
vent young  people  from  taking  a  fatal  first  puff  and  becoming  hooked  for  life.  The 
Federal  Government  needs  to  make  a  concerted  effort  to  get  the  truth  out — especial- 
ly to  young  people — about  the  grave  health  consequences  of  smoking  tobacco. 

And  the  truth  is  that  smoking  tobacco  kills. 


Prepared  Statement  of  Robert  J.  Myers 

Mr.  Chairman  and  Members  of  the  Committee:  My  name  is  Robert  J.  Myers.  I 
served  in  various  actuarial  capacities  with  the  Social  Security  Administration  and 
its  Predecessor  agencies  during  1934-70,  being  Chief  Actuary  for  the  last  23  of  those 
years.  In  1981-82,  1  was  Deputy  Commissioner  of  Social  Security,  and  in  1982-83,  I 
was  Executive  Director  of  the  National  Commission  on  Social  Security  Reform.  Cur- 
rently, I  am  Chairman  of  the  Commission  on  Railroad  Retirement  Reform. 

My  testimony  will  first  deal  with  my  recent  study  on  the  effect  of  smoking  on 
mortality  of  men  aged  30  and  over.  Then,  I  will  relate  the  findings  therefrom  to  tie 
cost  aspects  of  the  Medicare  and  Social  Security  programs. 

results  of  the  study 

Over  the  past  several  years,  I  have  participated  in  a  study  of  the  effect  of  ciga- 
rette smoking  of  males  aged  30  and  over.  Gus  H.  Miller,  Ph.D,  Director,  Studies  on 
Smoking,  Edinboro,  Pennsylvania,  collected  survey  data  as  to  the  lifetime  smoking 
habits  of  men  who  died  in  Erie  County,  Pennsylvania  in  1972-74,  and  corresponding 
data  on  the  smoking  habits  of  men  who  lived  in  the  county  in  the  same  period.  My 
role  in  the  study  was  to  apply  standard  actuarial  techniques  to  these  data,  so  as  to 
obtain  figures  about  relative  life  expectancies. 

Although  other  mortality  studies  relating  to  the  effect  of  smoking  have  been 
made,  this  one  was  unique  in  its  procedure  of  combining  data  from  a  deceased  popu- 
lation with  those  from  the  living  population  which  was  exposed  to  the  risk  of  death. 
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This  procedure  was  followed  in  just  the  same  manner  as  population  life  tables  are 
developed  at  the  time  of  each  decennial  census.  Other  studies  have  used  the  cohort 
method  of  following  through  a  group  of  individuals  over  a  long  period  of  years  and 
thus  have  the  disadvantage  of  long  delays  being  involved  before  final  results  could 
be  obtained. 

Our  study  was  published  in  the  May /June  issue  of  Contingencies  (published  by  the 
American  Academy  of  Actuaries),  a  copy  of  which  paper  is  attached  to  my  testimo- 
ny. 

The  study  compares  the  experience  of  men  who  were  lifetime  smokers  with  that 
of  men  who  had  never  smoked,  and  thus  does  not  deal  with  the  considerable,  inter- 
mediate, and  non-homogeneous  group  who  had  smoked  significantly  for  some  time, 
but  had  ceased  later. 

In  brief,  the  expectation  of  life  at  age  30  for  nonsmokers  was  found  to  be  52.7 
years  (i.e.,  living  to  an  average  age  of  82.7),  as  against  an  expectation  of  life  for 
smokers  of  only  34.8  years  (i.e.,  living  to  age  64.8).  Similar  differentials  apply  for 
other  attained  ages.  For  example,  at  age  65,  nonsmokers  were  found  to  have  a  life 
expectancy  of  18.3  years,  or  somewhat  more  than  double  the  8.3  years  for  smokers. 

CONCLUSIONS  TO  BE  DRAWN  FROM  STUDY 

First,  I  must  say  that  I  was  quite  surprised,  after  I  had  made  my  analysis,  that 
the  mortality  differential  was  so  large  as  between  nonsmokers  and  smokers.  I  well 
recognize  that  there  could  be  other  elements  involved  here  besides  the  matter  of 
smoking.  It  could  well  be  that  persons  who  refrain  from  smoking  during  their  entire 
lifetimes  have  other  personal  characteristics  which  produce  low  mortality. 

It  is  not  possible  to  conduct  an  experiment  with  human  beings  in  the  same 
manner  as  with  laboratory  animals  or  chemical  test  tubes.  Thus,  we  cannot  validly 
draw  the  conclusion  that,  for  a  specific  individual  aged  30  who  is  deciding  whether 
to  begin  lifetime  cigarette  smoking,  life  expectancy  will  be  about  18  years  lower  if 
he  does  so.  Nonetheless,  with  such  a  large  differential  in  life  expectancy  as  shown 
by  my  data,  it  seems  reasonable  and  objective  to  conclude  that  smoking  will,  on  the 
average,  have  a  very  significant  deleterious  effect  on  life  expectancy. 

COST  EFFECTS  OF  SMOKING  ON  MEDICARE 

Let  me  next  consider  the  cost  effects  that  smoking  may  have  on  the  Medicare  pro- 
gram. Based  on  the  hypothesis  and  conclusion  that  mortality  rates  are  significantly 
increased  by  smoking,  as  indicated  previously,  it  seems  reasonable  to  assert  that 
medical  costs  for  smokers  will  occur  earlier  than  for  nonsmokers,  particularly  as  to 
those  costs  related  to  terminal  illnesses.  It  is,  of  course,  recognized  that  all  non- 
smokers  will  have  terminal  illnesses,  but  the  costs  therefore  will  be  delayed  consid- 
erably longer,  on  the  average,  than  those  of  smokers.  As  a  result,  if  there  were  the 
higher  mortality  rates  associated  with  smoking,  terminal-illness  medical  costs  would 
be  delayed  considerably  into  the  future,  and  people  would  have  lower  average 
annual  costs.  As  a  result,  the  Medicare  program  would  be  favorably  affected,  at 
least  from  a  cash-flow  standpoint. 

Although  academicians  may  attempt  to  quantify  the  cost  effects  on  the  Medicare 
program  associated  with  the  effects  of  smoking,  I  believe  that  this  cannot  be  done 
with  any  accuracy  or  precision.  Too  many  disparate  assumptions  are  involved,  and 
the  arbitrary  choices  among  them  can  make  great  differences  in  the  results — even 
though  these  results  may  seem  to  be  very  accurate  because  they  are  derived  from 
elegant  mathematical  computations  and  elaborate  computer  printouts.  Under  some 
circumstances,  smoking  can  save  money  for  the  Medicare  program — for  example,  if 
the  individual  involved  dies  before  age  65  and  is  not  disabled  before  death  long 
enough  to  meet  the  2y2-year  disability  requirement  for  Medicare  eligibility,  as 
against  living  beyond  age  65  if  smoking  were  not  involved  and  then  having  Medi- 
care pick  up  the  "normal"  final-illness  costs.  Nonetheless,  I  cannot  overemphasize 
the  fact  that  elimination  of  smoking  would  very  significantly  lower  the  cost  of  the 
Medicare  program  in  the  aggregate,  even  though  not  necessarily  so  for  every  cov- 
ered individual  involved. 

COST  EFFECTS  OF  SMOKING  ON  SOCIAL  SECURITY 

In  recent  years,  several  academic  studies  have  been  made  as  to  the  effect  of  smok- 
ing on  the  cost  of  the  Social  Security  program  (Old-Age,  Survivors,  and  Disability 
Insurance).  On  the  whole,  these  studies  came  to  the  over-simplified,  naive  conclusion 
that  reduction  in  smoking,  along  with  the  concomitant  increase  in  longevity,  would 
have  significant  adverse  effects  on  the  financial  status  of  the  Social  Security  pro- 
gram. This  conclusion  has  apparently  been  based  on  the  fact  that  people  would  live 
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longer  in  retirement,  and  therefore  benefit  outgo  would  be  increased.  Generally  ig- 
nored was  the  resulting  lower  cost  for  disability  and  survivor  benefits  if  reduction  in 
smoking  resulted  in  lower  morbidity  and  mortality. 

Once  again,  I  am  constrained  to  say  that  it  is  impossible  to  take  into  account  all 
of  the  many  important  elements  that  are  involved  in  attempting  to  foretell  what 
would  occur  in  the  society  and  the  economy  when  reduction  in  smoking  would 
produce  lower  mortality.  For  example,  not  only  would  disability  and  survivor  bene- 
fits have  lower  costs,  but  also  people  might  work  longer  and  retire  later,  which 
would  reduce  costs. 

There  is  no  doubt  that,  all  other  things  being  equal,  the  reduction  in  mortality 
resulting  from  reduced  smoking  would  increase  the  cost  of  the  retirement  benefits 
under  the  Social  Security  program.  However,  would  any  humane  person  argue  that 
therefore  we  should  not  only  not  try  to  discourage  smoking,  but  rather  should  en- 
courage it?  This  approach  would  follow  the  reputed  retirement  procedure  among  Els- 
kimos — namely,  putting  the  retiree  outside  of  the  igloo. 

SUMMARY 

The  very  desirable  overall  results  of  reducing  morbidity  and  mortality  by  lessen- 
ing smoking  are  obvious.  Certainly,  under  such  circumstances,  the  cost  of  the  Medi- 
care program  would  be  substantially  reduced.  On  the  other  hand,  the  cost  of  the 
Social  Security  program  would  be  increased.  However,  the  overriding  element  is  the 
improvement  of  health  and  life  style  Chat  would  result.  And  it  could  well  be  that 
the  increase  in  cost  of  the  Social  Security  program  would  be  adequately  and  equita- 
bly met  by  increasing  the  Normal  Retirement  Age  above  those  now  scheduled 
(reaching  age  67  in  2027).  This  would  by  no  means  be  a  deliberalization,  but  rather 
it  would  recognize  that  people  would  be  in  much  better  health  by  refraining  from 
smoking.  The  result  would  then  be  to  meet  the  desirable  goal  of  "not  only  adding 
years  to  life,  but  adding  life  to  years." 
Attachment. 
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IN  Mos"! oi  'iiii:  ri;si:aiu:ii  on  mi:n'.s  smokini;  iiau 
its  reported  over  the  last  lour  or  live  deeailes,  inoi  t.iiii y 
rates  were  analyzed.  While  this  approach  is  appropri- 
ate for  comparing  the  impact  ol  smoking  on  some 
smoking-relaied  chseases,  it  does  not  proviile  a  direct 
estimate  of  the  dill'ercnce  in  life  expectancy  as  accurate  as 
that  derived  Irom  detailed  life  table  analyses,  lb  measure 
the  hill  ellect  on  .smoking,  the  groups  that  shoiilil  be 
compared  are  lifetime  smokers  and  lifetime  nonsmokeis. 

Lifetime  smokers  arc  defined  here  as  tho.se  who  have 
smoked  all  of  their  lives  (from  preteens,  teens,  or  early 
adult  years  oiiwaid),  with  the  possible  exception  of  the 
last  year  of  life.  Nonsmokers  include  tho.se  who  lune 
smoked  a  maximum  of  twent)'  packs  of  cigarettes  dining 
their  lifetime,  or  who  may  have  been  occasional  cigar  or 
pipe  smokers. 

The  best  known  of  the  early  pr()S|H'Ctive  investigations 
on  male  cigarette  smoking  aie  the  British  Physicians 
study'  the  American  Cancer  vScKiety  study'  and  the  U.S. 
X'eierans  stiiilies.-'^  U[Hlates  on  these  investigations  have 
been  includeil  in  every  edition  of  the  U.S.  Surgeon  (leu- 
eraPs  reports  on  smoking  and  health.^  I  lowevei,  except 
for  one  article  by  Hammond,''  which  cited  an  8.3-yc.ir 
dillerence  in  life  expectancy  between  male  heavy  smokers 
and  male  nonsmokers  measured  at  age  35,  the  early  re- 
ports dealt  with  comparative  mortality  rates. 

In  1970  Preston'  reported  on  mortality  aniong  adult 
males.  I  le  consiilereil  many  theories,  such  as  genetic,  .so- 
cial, and  physical  explanations,  as  well  as  the  possible 
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pLinisylvmiin;  Charles  E.  Chittenden  n  senior  cotisiillniit 
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(icoirjia;  and  Robert  J.  Alycrs  is  jonner  t  hiej  m  iiinry,  Social 
Sfiiiriiy  Adiiiinislraiioti,  residing]  in  Sdvcr  S/niiiji,  Mai  v- 
laud.  This  article  is  based  on  a  presentation  made  at  the 
Annual  Meeting  of  the  Society  of  Actnartes,  New  Orleans, 
l.onistana,  October  N,  IS^HS. 


Data  derived  from  deaths  in  Erie 
County,  Pennsylvania,  reveai  tliat  the 
cost,  in  life  expectancy,  of  a  lifetime 
habit  of  smoking  is  dreadfully  high— 
17.9  years. 


Constructing  the  Life  Tables 

I  he  liie  table  construction  (or  Tables  2  and  3  uses 
the  following  definitions  and  formulas: 

The  cential  death  rate,  i'li,  ,^  ^,  for  the  po|iulation 
from  age.v  tox"  -^  5  is  given  by 

Adjusted  Deaths 

^L,<-,  =  — — 1—.  

ropulatton 

where  Adjusted  Deaths  aie  .ictual  deaths,  plus  adjust- 
ment for  noniespondents. 

I  he  live-year  survival  late  ,  ^^R^,  from  age  a;  to  .v 
-1-  5  is  e»|iial  to: 

Then  i]uini]uennial  information  is  obtained  for  the 
lile  tabic  based  on  these  central  death  and  siirvix'al 
rales. 

The  number  of  lives  age  a."  is  obtained  by  setting  the 
radix  of  the  table  (the  number  at  the  youngest  age) 
eijual  to  1()(),0()0  and  obtaining  /, ,  j  from: 

Then  the  number  of  years  lived  by  the  population  from 
age  .V  to  v  -1  5,  7',  -  7',^ ,  5,  is  obtained  from: 

_  ,.  ,,  ,  . 

The  7",  column  is  obtained  by  summing  the 
7",  -  7", , ,  column,  backwards,  once  the  final  value, 
7',.„  is  deierniined  as  l<>llows: 

r  -Jjn- 

The  expectations  of  life,  e,,  are  obtained  from  the 
liirmula: 

^  T 

Once  again,  the  results  of  this  approximation,  when 
tcsietl  against  the  diiecily  computed  lile  table  values 
(.see  Table  H),  .show  a  small  deviation  (no  more  than 
0.3%  in  any  case). 
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i-lVicis  oC  olHsin,  cMTiisc,  nml  -.m  ss  Hui  In-  khhIikIhI 
tli.it  cigMirlic  smoking  ua'>  iIr-  m.iioi  i.nisc  ol  llic  m 
eicascd  iiiorialitv  ninoiig  smoking  nun  wlun  uiinp.iial 
w  itli  nonsmoking  men. 

In  liis  reports.  I'reston  also  analyzcil  tlic  ilillcicncc  in 
life  cxpcetancv  Ix-twccn  men  and  women.  C)nce  .igain,  lie 
implicaied  smokiiig  as  the  major  cansc  (or  the  ililkieme 
and  provided  extensive  siati.stieal  suppoii  loi  llu■^  eoneiii- 
sion,  deri\eil  fiom  eomjiar isons  <il  male  wrsns  lemale 
smoking  patterns.  Preston  noted  "llie  dnhionsness  ol  die 
livpotliesis  linking  mortality  tieiuK  to  genetic  or  .soiial 
factors.""  In  another  ariiele,"  he  eonclniled  ihai,  "K.ailier 
than  representing  \ietimi7.aiion  In'  Naiiiie  or  hostile  .so- 
cial forces,  the  tliiriciilties  of  oitler  males  ap|>ear  lo  he 
largely  self-imposeil  and  axoid.ihle."  Piesioirs  sui  mise  iliai 
smoking  was  the  principal  um-vmh  Ixhiiid  ihe  dilleiciKe 
in  longe\il\'  helucen  men  and  women  was  loiiohoi.iud 
In-  Relhcrloid,'" who  an.ilwed  smoking  ;ind  ilic  se\- 
1  elated  moiialii\  dilleiciuc,  widowhood,  .iiul  se\  i alios 

Oihei  imesiigaiois  as  well  !ia\e  ili.sunvied  paiicins  in 
ihcdiderence  in  longevilv  of  men  veisii'- women. '^'Ihis 
diseicpaiKV  is  not  the  focus  of  this  article,  bui  it  is  im- 
portant to  lealizc  that  much  of  the  leceni  inloimaiion  on 
male  smokers  versus  male  nonsmokeis  deriws  Irom  ic- 
seaieh  into  the  differences  in  longevnv  of  men  and 
women. 

']\vo  recent  L'.S.  letrospcctiNc  snulics  compauil  male 
liictimc  smokers  w  ith  male  lilciimc  nonsmokei  s.  One  was 
a  rcnn.sylvania  study  alliideil  to  heloie;"  the  oihei  con- 
cerned New  York  state. Previonsly,  one  of  iis  I.M.) 
reported  a  ililleience  of  12  vcais  in  lid-  expectancy  be- 
tween male  lifetime  smokeis  ami  male  lilciimc  non- 
smokers,"  while  Rose  and  (."ohcn"'  lepoiied  a  lO-year 
dilTcicncc.  Both  of  tlie.sc  invesiigaiions  made  u'^e  of  av- 
cragc-age-at-deaiii  statistics 

The  gap  in  life  e\pcctanc\'  heiween  m.ilc  smokers  and 
nonsmokeis  was  thesnbjcci  o(  reports  liom  ilic  Amci  ican 
(",anccr  Sociei\''"  and  the  U..S.  \etcians  Ailmmisn.uion."* 
The  former  rejiortctl  a  6.98-\eai  dilference;  the  lailei,  a 
9-\car  difference,  between  smoking  and  nonsmoking 
men.  A  12-\eai  dillerciKc  was  cikil  in  a  lili.-  insiiiaiue 
stiitly  completed  by  (Lowell  and  1  iii  si." 

Heeaiise  there  is  a  potential  bi.vs  in  using  axciage-agc- 
ai-death  .statistics,  one  of  iis  (CM  I.M.)  recalciilaietl  the 
data  from  his  1V76  report  that  compareil  lilciimc  smoking 
men  with  liletime  nonsmoking  men  b\  lile  table  anahsis. 
"I'lie  life  table  analysis  |->roiiuccd  ilie  same  12-ycai  dillci- 
enec  that  was  repoiied  in  the  1976  siiuK,"  ami  iciieiaicil 
in  1986.'"  Then,  lo  ailjusi  lln  the  poieniial  bias  arising 
from  the  noniespondems  in  the  snub,  ihc  ihiid  aiiilior 
(R.).M.)  perlormed  another  recalculation  of  ihc  data  on 
lifetime  smokeis  versus  nonsmokeis 

J-oi  both  siaiisiics  and  aciiiaii.il  scieiuc,  ii  is  mi|ioii.ini 
lo  find  out  what  kinds  of  diileicnces  mighi  aiise  bom 
using  a\eiage-age-nt-deaih  siaiisius  as  opposed  lo  iilc  la- 
blc  analysis,  with  aiul  w  iihoui  ail|iisimeni  lor  noniespon 
dents.  For  this  reason,  the  data  (lom  liie  snr\e\  of  the 
smoking  habits  of  the  living  populaiion  of  Ta  ie  (."x)iiiiiv, 
Pennsylvania,  weic  used  for  ihis  suidv  li)  oiii  knowledge, 
this  is  the  oni\  one  dial  (.onsidcis  a  tomjilctc  lile  talilc 


anaUsis,  ad|nsicil  loi  noniespoiulcnis,  loi  compaimg  the 
•  neiall  lilc  expectancy  ol  lileUme  male  smokeis  with  ihat 
of  lileiime  nonsmokers  l()i  a  large  percentage  of  a  total 
population. 

Methods  and  Procedures 

I  he  siaiisiical  meihoii  used  in  this  study  is  the  two-sam- 
ple cro.ss-sectional  analysis  inii  odueed  by  Haeii.S7x-l  et  al.-" 
This  iechnii]ue  combines  data  from  a  deceased  popula- 
iion (numerator  data)  w  ith  ilata  from  a  living  population 
(denominator  data).  C^ompared  with  classic  prospcctixc 
siudies,  this  method  lets  inxesiigators  derive  moitalitv 
rales  (ami  ihcn  lilc  tables)  rapiilK'.  A  weakness  of  this  tv|>e 
ol  siiuK;  ol  course,  i.s  that  it  incUnles  two  sets  of  data, 
insK  .ul  of  one;  this  can  mean  less  precise  icpiescntatlons 
il  speiial  i  iie  is  noi  taken  lo  make  the  two  |iopulanon 
s.implcs  icpicscni,iii\c  ol  die  s.imc  populaiion. 

lisiiig  this  (echnii)ue,  the  lifetime  smoking  hal^iis  of 
adiili  men  and  women  who  died  in  hue  County,  Penn- 
svbania,  in  1972-74  (ilaia  derived  from  interviews  w  ith 
close  iclaiix'es  of  the  deceased)  were  incorporated  with 
ihe  lileiime  sur\c\'  (.lata  on  the  smoking  habits  of  men 
and  women  who  lived  in  Erie  Count)'  in  1972-74  (data 
obtained  by  retrospective  projection  from  a  1979  survey). 
Ideniical  items  were  useil  in  both  surve\'s  to  assure  the 
validity  of  the  (luesiionnaires.  'I'elcpiione  interviews  were 
used,  because  results  obtained  this  way  seem  to  be  more 
\alid  than  those  from  t]uestionn3ires  mailed  to  selected 
pariicipanis.^' 

Data  t)ii  ileeetlents'  smoking  habits  carefully  collected 
from  close  relaiixes  antl  liiemls.  it  has  been  shown,  aie  as 
X'aliii  as  those  obtained  from  the  deceased  prior  to 
lieath.-^  In  siipjiort  of  this  conclusion,  a  recent  anah  sis 
by  one  of  us  (G.I  I.M.)  showed  that  the  reporting  of  the 
tieccasctl's  cause  of  death  by  close  relatives  provided  close 
approximations  to  the  causes  listed  on  death  certificates 
(these  findings  are  now  being  anal\'7,ed  and  piepareil  lor 
piiblicaiion).  This  analysis  agrees  wiih  similar  reports  on 
lelmspective  stutiies,  which  demonstraie  fairl\-  close 
agieemeni  in  smoking  classifications  fiom  surrogates  and 
nexi-of-kin,  ami  also  supports  the  hv|->oihesis  that  the 
number  ol  cigarettes  smoked,  as  detailed  in  other  studies, 
is  probably  iinderieported.^"-'" 

Study  population  I'lie,  Pennsylvania,  is  a  nieilium- 
si7,eil  city  (the  third  largest  in  the  state):  its  |>opulation  in 
1970  was  129. .^41,  while  that  of  Erie  County  was 
26.^,6S4.  I  lisioiieally,  the  county  has  had  a  stable  jxipu- 
laiion,  with  an  in-oui  migration  of  a|iproximatel\-  7% 
during  the  2()-year  period,  1950-70.  The  peojile  who  live 
in  P.rie  C/xmty  are  |->rimarily  middle-class  Caucasians. 

Data  on  the  deceased  pu|>idatiuii.  In  1973  the  Nonli- 
wesiern  Pennsvbania  Study  on  Smoking  and  Health 
(NPSSI 1)  was  begun  to  determine  the  smoking  habits  of 
ihe  ilcceased  residents  of  Erie  Cx)unty"  The  data  were 
collccteil  via  telc|ihonc  interviews  with  relatives  of  the 
dccci-lents. 

Death  noiii,es  for  1972-74  |irovided  the  names  of  nearly 
every  person  who  died  in  ]->ie  County  in  these  years. 
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l);it.i  l<)i  ilii<;  .<;|ikI\  ,irc  h.i'.cil  on  l.S-y  m.ilcs  (699 
prcscni  i.i};;iicttc  smokers;  394  Ioimki  cignuiic  sinokcis 
who  nrc  iioi  miicnllv  smokns;  241  |>icscni  oi  pipe 
smokers  w  ho  ;iic  iioi  ciiru  niK'  ci^.llcll^•  smokers  Inii  m;\v 
h,i\e  Inei)  in  llie  past ;  nml  S4S  pet  sons  w  lio  newt  smoked 
cigarettes,  eignrs,  or  pipes). 

Life  Tabic  Aiial)'sis 

'I'he  overall  estimated  pereentages  (»!' smoking  nien  and 
nonsmoking  nien  by  age  (in  (ive-vear  colioris)  in  the  pop- 
ulation of  Hrie  Countv  are  listed  in  lable  1.  Tliose  w  ho 
died  during  1975-78  were  not  included  in  these  estimates, 
since  the  data  were  not  readily  available.  !  his  loss,  how  - 
ever, should  have  a  negligible  impact.  1  lad  these  I97.S-7.S 
deaths  been  included,  we  would  e.xpect  diat  the  stnokers' 
death  rate  wouki  incivase,  siiuc  smokers  have  a  higher 
morialil\'  rate  than  nonsmokers 

ro|nilali<)ii  statistics  lot  ilic  \cais  1972  74,  |iio\idcd  by 
the  Buic.in  ofXiial  Si.iiisiics  ol  the  iVnns\l\ani.i  l")c|uii- 
menl  of  1  lealth,  were  (.ombincd  with  ihe  percentage  lig- 
ures  liom  the  surve\  data  ol  the  li\ing  population  to 
obtain  the  base  |iers()n-\ears  smoking  anil  nonsmok- 
ing men.  The  computations  |iio\ided  the  ilenominaiois 
needed  l()r  the  calculation  ol  inortality  laies  in  each  (i\c- 
vear  group. 

Actuarial  approximniions  hail  to  Ik  de\elo|Hil  Ibr  the 
deaths  liiai  occuired  within  ihe  pciiod  siudicd,  since  the 
inlbrmation  on  deaths  and  populations  exposed  to  risk 
was  not  available  in  tlic  li)rmai  that  is  normallv  used  in 
mortalit)'  stuilies.  (  This  piocetlure  was  also  necessary  in 
making  the  adjustment  l()r  nonrespoiulcnis.)  When  the 
adjusted  number  ol  deaths  was  divided  bv  the  number  in 
the  population  exposed  to  lisk,  a  one-year  ceniial  death 
rate  for  the  five-year  age  cohort  was  obtained. 

One  ol  us  (R.J.M.)  ileriveil  (i\e-yeai  survival  rales  l()r 
the  exact  age  at  the  beginning  ol  each  five-yeai  age  gioup, 
in  Older  to  make  a  piojection  ol  the  population  liom  the 
beginning  ol  the  age  group  to  its  eiul.  I  he  piopoi  tion  of" 
the  group  surviving  is  given  b\  the  litrmula,  the  (ilth 
power  of  the  complement  of  the  central  ilealh  rate /I],  that 
is,  (l-Al)''  (sec  l(>otnote  b  in  lables  2  and  ?>). 

The  life  table  consiruition  lor  l.'ibles  2  and  ^  uses  the 
delinitions  and  Ibrmulas  show  n  in  the  adjacent  box. 

The  deaths  recorded  in  the  NPSSI 1  lor  the  two  cate- 
gories, smoking  and  nonsmoking  men,  adjusied  as  de- 
scribed in  the  box,  were  used  as  the  numerator  ilata.  The 
population  anil  the  leported  deaths  in  each  age  categoiv' 
arc  shown  in  Table  2  for  smokers,  and  for  nonsmokei  s,  in 
Table  3.  These  tables  al.so  displav  the  ail)usicil  deaths  and 
death  tales,  the  (i\e-\ear  survival  rates  and  the  survivors, 
and  the  computed  lile  cxpectanc)'.  T  he  lili.-  lable  eompu- 
taiions  vveie  made  accoidiiig  to  staiulaiil  aituaiial  and 
demogi aiihic  procedures,-"  using  the  adjustments  Ibr 
nonrespondents  described  in  the  accompanv  ing  box. 

The  Results 

Table  1  gives  bioad,  geneial  support  lor  the  aigument 


that  those  who  quit  smoking  can  expect  great  gains  in 
survival. 

Note  also  that,  oftho.se  aged  85  ami  ovei,  474";i  were 
l()rmer  smokers,  while  only  5.3%  were  smokers.  T  he  fact 
that  so  man)  of  the  men  in  this  age  gioup  weie  li)rmer 
smokers  explains  whv  it  is  vital  to  isolate  the  data  on 
Ibrmer  .smokers  from  both  the  "nonsmoking"  and  "smok- 
ing" categories  belbie  attempting  to  make  an  accurate 
esiimale  of  the  mortalitv  experience  of  lilctimc  smokeis 
ami  nonsmokeis. 

Table  2  displays  the  lile  table  analysis  for  male  smokers 
in  r,rie  Cx>unty  Table  3  .shows  this  analysis  for  non- 
smokers.  Table  4  compares  the  life  expectancies  for  life- 
time male  smokeis  w  ith  those  of  lifetime  male  non- 
smokers  (lor  comparative  purposes,  life  expectancies  Ibr 
all  LIS.  males,  1969-71.  are  included'"). 

T  he  lile  ex|u\tancy  of  lilciime  smokers  was  17.9  vears 
less  than  that  of  liletime  nonsmokeis  for  males  aged  30. 
altei  both  iiauniaiic  ileaths  and  nomespoiulenis  vvere 
eliminated.  T  hese  ilifleiences  jiccame  smaller  w  ith  in- 
creasing age.  (Table  5  shows  the  original  data  rcporteil  to 
the  Society  of  Actuaries  at  its  1985  meeting.  TTie  diller- 
ence  in  lile  expectancy  reported  at  that  time  was  12  vears.) 

Tables  A  and  B  represent  tests  for  the  approximation 
met  boils  used  to  derive  ( 1 )  the  live-veai  survival  rates  and 
(2)  the  lile  table  populations  at  ages  .v  lo  .v  +  4,  respec- 
tively, in  Tables  2  and  3.  1  hese  tests  have,  as  a  basis,  the 
application  ol  the  stated  a|i|>i(»ximations  to  a  lile  table 
population  and  the  comparison  of  the  results  with  a  direct 
computation  of  the  elements  involved,  ba.sed  on  data  for 
individual  years  of  lile.  Fhe  results  in  Tables  A  and  B 
show  that  the  [wxt  approximations  arc  satislaciorv 

Discus.sioii 

Tabic  4  shows  that,  when  the  two-sample  data  from  the 
decca.sed  and  living  populations  are  lians(<)rmeil  into  life 
table  data  adjusteil  Ibr  nonrespondents,  nonsmoking  men 
at  age  30  can,  as  a  group,  expect  to  enjoy  179  more  vears 
of  lile  than  their  peers  who  smoke  (excluding  traumatic 
deaths).  TTiis  present  study,  in  which  adjustments  were 
made  for  nonrespoiulents,  shows  an  increase  of  approxi- 
mately 6  years  in  the  dillei  ence  in  lile  expcclancv  of  male 
smokeis  versus  nonsmokeis.  T  his  number  is  in  agreement 
with  the  aveiage-age-ai-ileath  estimates  in  the  (iist  report 
of  the  NBSSIl  ami  the  lile  table  analysis  done  six  vears 
latci,'^  as  well  as  the  results  of  rieston," "  Retherloid,'" 
Rose  and  Q)hen,"'  1  lammond,'"  ami  Covvell  and  ITiisi.'^ 
However,  to  our  knowledge,  the  179-year  dilleience  cited 
here  is  the  greatest  dilVerence  lepoiied  to  date. 

But  another  way,  the  data  from  the  present  siuilv  in- 
dicate thai  a  30  year-old  man  w  ho  smokes  will  i educe  his 
lile  expeciancy  on  average,  bv  about  one-fourth.  T  his 
result,  too,  is  well  within  the  expeiimental  vaiiations  ile- 
tailed  in  other  .studies.  Foi  example,  moiialitv  rates  dis- 
cussed in  the  eoni|iarison  ol  smoking-ielaieil  diseases  in 
the  U.S.  Surgeon  Cieneiars  lepoiis*^  show  vaiiaiions  as 
high  as  300%  (male  smokers  versus  nonsmokeis). 
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Lifc-I  aWc  Ominiitaiioiis  fiii  M.ilc  Nonxmokcrs,  Uiii-  County,  rciiiisylvania,  1972-74 
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IXndis  l.ixiiig  I'opulniioii  Life  Expectancy 
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Test  of  MelhotI  of  Appioxiiiialing  S-Ycnr  Siinivnl  Rales  Usiiij;  U.S.  TtitM  Mxlcs  Life  Tnhic  for  1979-81 

Survival  Rate  from 
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To  sotnc  cMcnt,  iIksc  tlisocp.iiKK<.  m  siiuiv  liiuiini;'. 
result  fioin  ilincicMcc;  in  ilu-  w.n  sniokcis  ami  imn- 
sinokcis  nil-  dnssilicil.  Some  Miulies  iiKliuie  linmei  smok- 
ers in  tlie  "nonsmoking"  eaie^orv,  wliile  oiliers  pl.iee 
lliem  in  tin-  "smoking"  c.nep'iv 

However,  ailo|i|ing  eitlier  oClhese  el.issilieniion  systems 
wouki  reiluee  the  dilleienees  in  esiiniaieJ  lile  expeetaney 
between  tlie  smokinj;  antl  nonsmokinu  taiepiries.  lor 
example,  ilie  results  in  Ihble  1  show  the  inaeeiiracics  that 
eoiiUl  arise  in  estimating  life  ex|>eetancy  lur  lifetime  snu)k- 
ers  anil  nonsmokers  if  former  smokers — who  luuiouht- 
edly  h.ne  greater  life  cxpeetaneies  than  smokers — are  in- 
elmled  in  either  the  smoking  or  ne>nsmoking  eategor  ies. 
It  is  also  possible  that  prospeetive  simlies  on  the  edeets 
of  smoking,  now  iiniler  way  anil  expecteil  to  be  eompleteil 
in  30  to  40  wars,  will  proihiee  values  similar  to  those 
leporteil  iiere. 

Some  observeis  hail  siiggesietl  that  adjusting  the  ilaia 
lor  noiiiesiionilenis  might  ilecre.ise  our  pieviously  re- 
poiieil  lile  expeci.iiHN'  ililleteniinl  of  12  wars  (liletime 
smokers  \eisus  liletime  nonsmokers)— but  in  fael,  the 
ojiposite  nenil  was  observed.  Sinee  this  is  the  onh  study 
in  whiih  adjirsiments  were  maiie  for  nonrespondenis,  it 
is  possible  that  the  other  stiiilies  that  did  not  do  so  may 
haw  also  pioviilev  unilerestimaies. 

■J  he  final  reports  of  prospeetive  studies  can  be  com- 
pleted (and  their  results  can  achieve  maximum  accuracv) 
only  when  all  the  original  participants  in  the  sludv  have 
died.  Sludies  on  smoking  anil  liealih  show  that  non- 
.smokers,  as  a  ki<)ui\  live  longer  than  .smokers.  This  means 
tital  unfinished  prospeili\e  siudies  will  tend  lo  vield 
imileresi im.iies  of  ihe  moii.ihi\  dilkuiui  ^  In  iwei  n 
smokers  and  nonsmokers.  So  ilu  Rugoi  piospniivesiudv, 
which  sliowed  a  9  ycar  dilleieme  in  I*'6F1,  m.n'  uvll  (urn 
out  (o  deinonsnaie  a  much  Inghei  dilleieiiie  when  ihe 
final  lepoil  on  ihe  projeil  is  tompleud-  in  201.'^.  This 
ilillirenu  mn\  be  ns  gieai  as  om  lid  i.ible  esiini.iie  ol  17.9 
years.  ( 1  his  ma\'  hold  line  Ini  diini  |Mcis|inii\e  smdies 
as  well.) 

OmtiiHKd  leseaiih  and  (iiiiiu  upmis  will  deUiiiiiue 
which  meihoti  piovides  the  besi  esiimaie.  I'>iii  in  aii\' 
event,  ihc  oln  icnis  musi  iioi  be  met  l  n  iked  -  smoking  is 
devastaiiiig  lo  ihe  lieallli  ol  ilu  smokei  (■.oniein  Ilu  ilie 
public  health  ie(|tiiies  an  all  oni  elloit  to  euii.iil  siiiok- 
i"g.  □ 
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Prepared  Statement  of  John  Oates 

The  fact  is  astounding,  both  in  its  simplicity  and  in  its  extent:  An 
estimated  390,000  Americans  will  needlessly  die  this  year  from  the 
nation's  most  preventable  cause  of  death,  cigarette  smoking. 

The  American  Cancer  Society,  American  Heart  Association,  and 
American  Lung  Association,  acting  jointly  as  the  Coalition  on  Smoking 
OR  Health,  commend  the  Senate  Committee  on  Finance  for  convening 
this  hearing  on  the  health  impact  and  costs  of  smoking.  A  plethora  of 
scientific  and  economic  analyses  performed  over  the  past  three  decades 
have  confirmed  that  cigarette  smoking  has  and  continues  to  exact  a 
tremendous  toll  on  our  society.  Though  the  past  decades  witnessed 
many  accomplishments,  in  terms  of  discouraging  cigarette  consumption, 
much  more  still  must  be  done. 

Our  three  organizations  have  devoted  a  great  portion  of  our  resources  in 
our  individual  efforts  to  discourage  cigarette  smoking.  Each  one  of  our 
organizations  has  spent  millions  funding  research,  exploring  the  health 
impact  of  smoking  as  well  as  the  health  benefits  of  quitting.  We  have 
each  funded  and  operated  major  educational/smoking  cessation 
programs,  which  address  all  sectors  of  the  population,  from  preschoolers 
to  senior  citizens;  Blacks,  Whites,  Hispanics;  the  very  wealthy  as  well  as 
the  very  poor.  We  have  developed  public  service  announcements  in  an 
effort  to  further  spread  the  word  regarding  the  health  benefits  of 
quitting  or  not  starting  to  smoke.  And  here  in  Washington,  we  have 
worked  together  pursuing  legislative  initiatives  in  furtherance  of  our 
health  promotion/disease  prevention  mission. 

Pursuant  to  the  hearing  announcement,  our  testimony  focuses  on  the 
health  impacts  and  financial  costs  of  smoking.  However,  we  believe  that 
a  discussion  of  potential  solutions  is  just  as  important  as  a  discussion  of 
the  underlying  problem.  The  Coalition  on  Smoking  OR  Health  has 
developed  an  extensive  legislative  agenda,  which  we  believe,  if  enacted, 
would  result  in  a  significant  decline  in  tobacco  use.  This  would  yield 
substantial  health  and  financial  benefits.  Two  specific  agenda  items,  an 
increase  in  tobacco  excise  taxes  and  the  elimination  of  the  tax  deduction 
for  tobacco  advertising  expenses,  are  of  particular  relevance  to  the 
Finance  Committee.  A  copy  of  our  legislative  agenda  is  appended. 


HEALTH  IMPACT 

The  1989  Surgeon  General's  report.  Reducing  the  Health  Consequences 
of  Smoking,  estimated  that  each  year  390,000  Americans  dfe  from 
smoking-related  diseases.  That  averages  to  a  daily  death  toll  in  excess  of 
1,000  lives,  the  equivalent  of  nearly  three  fully  loaded  jumbo  jets 
crashing  with  no  survivors  every  day.  More  than  one  in  every  six  deaths 
in  the  United  States  is  smoking-related.  According  to  "Contingencies," 
the  journal  of  the  American  Academy  of  Actuaries,  'The  data  from  the 
present  research  indicate  that  a  30-year-old  man  who  smokes  will  reduce 
his  life  expectancy,  on  average,  by  about  one-fourth." 


84 


Lung  Cancer 

The  first  Surgeon  General's  report  on  the  relationship  between  smoking 
and  health,  published  in  1964,  concluded,  "Cigarette  smoking  is  causally 
related  to  lung  cancer  in  men;  the  magnitude  of  the  effect  far  outweighs 
all  other  factors.  The  data  for  women,  though  less  extensive,  point  in 
the  same  direction."  In  the  25  years  since  that  report,  the  causal 
connection  between  smoking  and  lung  cancer,  for  both  men  and  women, 
has  been  firmly  established.  Today,  we  know  that  cigarette  smoking  is 
responsible  for  83%  of  all  lung  cancer  cases  and  30%  of  all  cancer 
deaths. 

Epidemiologic  evidence  now  reveals  a  clear  dose-response  relationship 
between  lung  cancer  risk  and  cigarettes  smoked  per  day,  degree  of 
inhalation,  and  age  at  initiation  of  regular  smoking.  The  most  recent 
Surgeon  General's  report  includes  the  following  data: 

*  For  those  who  smoked  more  that  40  cigarettes  per 
day,  the  risk  of  dying  of  lung  cancer  was  23  times 
greater  than  the  risk  experienced  by  nonsmokers. 

*  Those  who  reported  inhaling  "none"  or  "slightly" 
experienced  a  risk  of  developing  lung  cancer  that 
was  eight  times  greater  than  that  of  nonsmokers. 
The  relative  risk  increased  to  17  for  those  who 
inhaled  deeply. 

*  The  risk  of  developing  lung  cancer  was  greatest  for 
those  who  began  smoking  at  an  earher  age.  Some 
studies  suggest  that  duration  of  smoking,  as 
contrasted  to  the  number  of  cigarettes  smoked,  is 
the  stronger  determinant  of  lung  cancer  risk  and 
that  initiation  of  smoking  during  the  teen-age  years 
will  have  serious  consequences  for  lung  cancer  risk. 


With  regard  to  women  and  lung  cancer,  1986  was  a  landmark  -  in  the 
form  of  a  tombstone  ~  year.  For  the  first  time,  lung  cancer  surpassed 
breast  cancer  as  the  leading  cancer  killer  among  women.  This  statistic 
has  led  many  of  us  to  sadly  note  that  indeed  "you  have  come  a  long  way, 
baby." 

Because  of  their  needlessness,  all  lung  cancer  deaths  are  lamentable. 
Yet,  many  of  these  victims  at  least  will  have  had  the  option  to  choose 
whether  or  not  to  smoke.  Now,  we  are  becoming  increasmgly  aware  that 
a  growing  number  of  people  will  die  of  lung  cancer,  not  because  they 
have  smoked,  but  because  they  have  inhaled  the  cigarette  smoke  of 
others.  The  Surgeon  General,  the  National  Academy  of  Sciences,  and 
the  Environmental  Protection  Agency  (EPA)  have  all  estimated  that 
thousands  of  Americans  die  yearly  as  the  result  of  "passive  smoking." 
The  most  recent  data  from  EPA  suggest  that  the  risk  of  indoor  air 
pollution  from  tobacco  smoke  is  twice  as  great  as  the  danger  from 
radon. 

Despite  these  sad  facts,  what  remains  amazing  is  the  tremendous 
recuperative  power  of  the  human  lungs  once  people  stop  smoking.  One 
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study  found  that  for  both  men  and  women  who  had  smoked  for  less  than 
20  years  and  who  had  not  smoked  for  10  years,  the  risk  of  lung  cancer 
declined  to  approximately  that  of  a  person  who  had  never  smoked. 


Other  Cancers 

While  cigarette  smoking  is  the  number  one  cause  of  lung  cancer  in  the 
United  States,  it  is  also  causally  related  to  a  number  of  other  cancers. 
Epidemiologic  evidence  has  confirmed  that  cancers  of  the  larynx,  oral 
cavity,  and  esophagus  are  directly  related  to  cigarette  smoking.  As  with 
lung  cancer,  a  strong  dose-response  relationship  has  been  established. 

The  1989  Surgeon  GeneraFs  report  noted  the  following  cancer  data: 

*  For  bladder  cancer,  in  both  men  and  women, 
cigarette  smokers  have  a  relative  risk  of  2  to  3  times 
the  risk  of  nonsmokers. 

*  There  is  a  positive  association  between  smoking  and 
kidney  cancer,  with  relative  risks  ranging  from  1  to 
more  than  5  times  that  of  nonsmokers. 

*  Approximately  30  percent  of  pancreatic  cancer 
mortality  is  attributable  to  cigarette  smoking. 

*  Cancer  of  the  stomach  is  associated  with  smoking. 

*  There  is  an  increased  risk  for  cervical  cancer  in 
cigarette  smokers. 


Coronary  Heart  Disease 

Coronary  heart  disease  holds  the  deadly  distinction  of  being  the  number 
one  cause  of  death  in  the  United  States.  Every  32  seconds  someone  dies 
from  cardiovascular  disease.  Nearly  67  million  people,  more  than  one  in 
four  Americans,  suffer  from  some  form  of  cardiovascular  disease. 

The  1964  Surgeon  General's  report  noted  that  male  cigarette  smokers 
had  higher  rates  of  coronary  heart  disease  than  nonsmokers.  Extensive 
clinical  and  statistical  studies  have  since  indicated  that  cigarette  smoking 
is  one  of  the  major  independent  risk  factors  for  heart  attack.  Smokers' 
risk  of  heart  attack  is  more  than  twice  that  of  nonsmokers.  In  fact 
cigarette  smoking  is  the  biggest  risk  factor  for  sudden  cardiac  death: 
smokers  have  two  to  four  times  the  risk  of  nonsmokers.  A  smoker  who 
has  a  heart  attack  is  more  likely  to  die  suddenly  (within  an  hour)  than  a 
nonsmoker. 

Smokinp  is  also  the  biggest  risk  factor  for  peripheral  vascular  disease 
(narrowmg  of  blood  vessels  carrying  blood  to  leg  and  arm  muscles).  In 
tact,  this  condition  is  almost  exclusively  confined  to  smokers.  Smokers 
with  peripheral  vascular  disease  also  are  more  likely  to  develop 
gangrene  and  require  leg  amputation.  Benefits  of  corrective  surgery  are 
reduced  when  patients  continue  to  smoke. 
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When  people  stop  smoking,  regardless  of  how  long  or  how  much  they 
have  smoked,  their  risk  of  heart  disease  rapidly  declmes.  Ten  years  after 
quitting,  the  risk  of  death  from  heart  disease  for  people  who  have 
smoked  a  pack  a  day  or  less  is  almost  the  same  as  for  people  who  have 
never  smoked. 


Chronic  Obstructive  Lung  Disease 

Chronic  obstructive  lung  disease  (COLD)  most  commonly  manifests 
itself  as  emphysema  or  chronic  bronchitis.  According  to  the  1984 
Surgeon  General's  report  on  COLD:  "Cigarette  smoking  is  the  major 
cause  of  chronic  obstructive  lun^  disease  for  both  men  and  women.  The 
contribution  of  cigarette  smoking  to  chronic  obstructive  lung  disease 
morbidity  and  mortality  far  outweighs  all  other  factors." 

The  risk  of  developing  COLD  is  30  times  greater  among  smokers  than 
among  nonsmokers.  The  Surgeon  General  has  estimated  that 
approximately  80  to  90  percent  of  COLD  deaths  are  attributable  to 
cigarette  smoking.  In  1984,  more  than  50,000  Americans  died  from 
smoking-related  chronic  obstructive  lung  disease. 


Pregnancy  and  Infant  Health 

In  recent  years,  attention  has  focussed  on  the  impact  of  smoking  on 
pregnancy.  Studies  have  confirmed  an  association  between  maternal 
smoking  and  low  birthweight  babies,  an  increased  incidence  of 
prematurity,  spontaneous  abortions,  stillbirths  and  neonatal  deaths. 
Data  contained  within  the  most  recent  Surgeon  General's  report 
include: 

*  Cigarette  smoking  seems  to  be  a  more  significant 
determinant  of  birthweight  than  the  mother's 
pregnancy  height,  weight,  payment  status,  or  history 
of  previous  pregnancy  outcome,  or  the  infant's  sex. 
The  reduction  in  birthweight  associated  with 
maternal  tobacco  use  seems  to  be  a  direct  effect  of 
smoking  on  fetal  growth. 

*  Cigarette  smoking  and  low  hematocrit  levels  were 
two  of  the  most  important  risk  factors  accounting  for 
the  differences  in  prematurity  rates  between  Blacks 
and  Whites. 

*  It  was  estimated  that  if  all  pregnant  women  stopped 
smoking,  the  number  of  fetal  and  infant  deaths 
would  be  reduced  by  approximately  10  percent.  In 
the  United  States,  this  would  result  in  about  4,000 
fewer  infant  deaths  each  year. 


FINANCIAL  IMPACT 

No  dollar  value  can  be  placed  on  the  nearly  400,000  lives  that  are  lost 
yearly  as  a  result  of  cigarette  smoking.  Yet,  we  do  know  that  our 
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country  spends  billions  of  dollars  annually  in  treating  smoking-related 
illnesses  and  that  the  economy  loses  billions  more  as  the  result  of  lost 
productivity. 

The  health  care  costs  alone  truly  are  astounding.  The  U.S.  Department 
of  Health  and  Human  Services  (DHHS)  estimated  earHer  this  year  that 
cigarette  smoking  costs  our  nation  $52  biUion  annually  in  health  care 
costs.  The  annual  per  capita  costs  of  smoking-related  disease  are  $221 
nationally.  According  to  DHHS  Secretary  Louis  Sullivan,  "Cigarette 
smoking  has  an  adverse  economic  impact  on  every  American,  whether 
or  not  he  or  she  smokes.  That  $221  cost  comes  out  of  the  pockets  of 
smokers  and  nonsmokers  alike,  largely  in  the  form  of  increased  health- 
care and  insurance  costs." 

A  DHHS  chart  indicating  smoking  attributable  economic  costs  by  state 
is  attached.  The  following  data  should  be  of  particular  importance  to 
Members  of  the  Senate  Finance  Committee: 


State 

Total  Cost* 

Per  Capita  Cost' 

Arkansas 

526.1 

224 

Colorado 

603.8 

189 

Delaware 

151.7 

246 

Idaho 

142.2 

143 

Kansas 

370.9 

153 

Maine 

316.1 

273 

Michigan 

2,110.4 

233 

Minnesota 

877.0 

209 

Missouri 

1,272.9 

254 

Montana 

108.7 

132 

New  Jersey 

1,623.4 

215 

New  York 

4,611.8 

260 

Oklahoma 

743.5 

227 

Oregon 

433.7 

161 

Pennsylvania 

2,926.3 

247 

Rhode  Island 

272.5 

284 

South  Dakota 

129.0 

184 

Texas 

2,244.5 

206 

West  Virginia 

501.9 

259 

*  In  millions  of  dollars,  1985 
*•  In  dollars,  1985 


Of  course,  health  care  costs  are  also  borne  by  the  federal  government. 
A  major  analysis  completed  by  the  Office  of  Technology  Assessment 
(OTA)  in  1985  estimated  that  the  federal  government  spent  somewhere 
between  $2.1  and  $6.6  billion,  or  a  middle  estimate  of  $4.2  biUion,  in 
treating  smoking-related  illnesses  through  the  Medicare  and  Medicaid 
progrjmis  as  well  as  through  some  Department  of  Defense  and  Veterans 
Administration  programs.  Adjust  these  figures  to  account  for  FY  90  or 
FY  91  dollars  and  the  smoking-related  health  care  cost  borne  by  the 
federal  government  may  actually  be  higher. 
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(It  should  be  noted  that  the  1985  OTA  estimates  were  conservative. 
OTA  only  considered  government  program  costs  for  persons  aged  65 
and  older.  The  analysis  did  not  take  into  account  the  fact  that  75%  of 
smoldng-related  health  care  costs  are  incurred  by  those  under  the  age  of 
65.) 

Beyond  health  care  costs,  the  OTA  also  considered  productivity  losses 
borne  by  the  economy  as  the  result  of  smokin^-related  disease.  For 
1985,  OTA  estimated  smokine-related  productivity  losses  of  between 
$27  and  $61  billion,  with  a  middle  estimate  of  $43  billion.  The  middle 
estimate  equates  to  about  $1.45  for  each  pack  of  cigarettes  sold. 

In  computing  total  smoking-related  health  care  and  lost  productivity 
costs,  OTA  reached  a  middle  estimate  of  $65  billion  (1985  dollars),  or 
$2.17  per  pack  of  cigarettes. 

The  tobacco  industry  claims  that  tobacco  contributes  millions  of  dollars 
to  the  economy.  The  industry's  self-serving  analysis  is  fundamentally 
flawed.  As  University  of  Michigan  economist  Kenneth  E.  Warner  has 
found,  if  tobacco  were  to  disappear  from  the  economy,  the  money  and 
jobs  currently  devoted  to  tobacco  would  not  disappear  -  they  would 
simply  be  redistributed  to  other  products  -  products  which  don't  kill. 
Even  the  tobacco  industry's  own  economists  from  Chase  Econometrics 
acknowledge  that  the  economy  would  lose  virtually  nothing  if  tobacco 
products  were  to  disappear  from  the  marketplace. 


IMPACT  ON  YOUTH 

Each  year,  nearly  400,000  Americans  die  from  smoking-related  illnesses. 
Another  1.5  million  potential  customers  stop  smoking  or  die  from  other 
causes.  In  order  for  the  tobacco  industry  tc  maintain  a  market,  it  must 
replace  these  lost  customers.  It  is  for  this  Reason  that  the  tobacco 
industry  has  been  targeting,  more  and  more  aggressively,  women, 
minorities  and  youth.  Today,  the  advertising,  promotion  and  marketing 
practices  of  the  tobacco  industry  constitute  a  health  threat  to  the 
American  pubUc. 

Last  year  the  tobacco  industry  spent  $3.25  billion  to  advertise  and 
promote  tobacco  use.  The  industry  maintains  that  their  advertising 
efforts  are  directed  only  toward  potential  brand  switchers.  Yet,  it  is 
absurd  to  believe  that  promotional  materials,  like  the  Camel 
advertisement  (see  attached),  done  in  cartoon  format,  which  instructs 
hesitant  coupon  redeemers  to  call  upon  a  friend  or  a  "kind-looking 
stranger"  to  redeem  a  free  pack  of  cigarettes  for  them,  are  aimed  at 
anyone  but  underage  youth. 

Unfortunately,  the  industry's  efforts  are  succeeding.  Those  children  who 
begin  to  smoke  are  smoking  their  first  cigarettes  at  even  earlier  ages. 
According  to  the  most  recent  National  Adolescent  Student  Health 
Survey,  among  8th  grade  students  who  smoke,  13.8%  of  male  smokers 
and  11.8%  of  female  smokers  smoked  their  first  cigarette  in  grade  4  or 
below;  23.9%  of  male  smokers  and  24.3%  of  female  smokers  smoked 
their  first  cigarette  in  grade  5  or  6.  Not  surprisingly,  given  the  addictive 
nature  of  toBacco  products,  5.6%  of  male  smokers  and  10.8%  of  female 
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smokers  reported  they  were  smoking  cigarettes  on  a  daily  basis  by  grade 
7  or  8. 

Purchases  of  cigarettes  by  children  are  made  easy  by  many  factors.  First, 
in  many  locations,  purchases  may  be  made  through  unregulated  vending 
machine  sales.  All  a  child  must  do  is  possess  the  requisite  amount  of 
change  needed  to  make  the  vending  machine  respond.  Insertion  of  a 
few  coins  into  a  machine  provides  the  child  with  easy  access  to  a 
substance,  which  is  as  addictive  than  heroin. 

Second,  the  requisite  amount  of  change  needed  to  purchase  cigarettes 
often  is  not  much.  Today,  the  average  price  of  a  pack  of  cigarettes  in  the 
United  States  is  $1.50.  In  comparison,  a  McDonald's  Big  Mac  costs 
$1.79,  a  non-matinee  movie  ticket  costs  $7.00,  and  a  CD  recording  costs 
at  least  $10.00. 

Of  course,  some  children  will  make  retail  purchases  of  cigarettes.  Here, 
too,  the  purchases  are  relatively  easy.  Few  states  seriously  enforce 
minimum  age  of  sales  restrictions.  Furthermore,  the  tobacco  industry 
often  circumvents  minimum  age  restrictions  by  passing-out  free  samples 
at  events  attended  by  large  numbers  of  teenagers. 


POLICY  IMPLICATIONS 

The  American  Cancer  Society,  American  Heart  Association,  and 
American  Lung  Association,  acting  jointly  as  the  Coalition  on  Smoking 
OR  Health,  have  developed  a  legislative  agenda,  the  enactment  of 
which,  we  believe,  will  yield  a  significant  decrease  in  tobacco 
consumption.  The  Coalition's  agenda  is  expansive  including  legislative 
proposals  to:  provide  federal  regulatory  control  over  tobacco;  restrict 
tobacco  advertising;  discourage  international  trade  policies  that  require 
foreign  countries  to  import  American  tobacco  products;  and  discourage 
government  subsidization  of  tobacco  growth. 

Two  additional  items  on  the  Coalition's  agenda  are  of  particular 
relevance  to  the  Senate  Finance  Committee.  In  an  effort  to  discourage 
consumption,  our  organizations  have  long  supported  a  substantial 
increase  in  the  federal  cigarette  excise  tax.  Several  legislative 
alternatives  have  been  developed,  including  proposals  to  increase  the 
tax  by  16  cents,  effectively  doubling  its  rate,  as  well  as  proposals  to 
increase  the  tax  by  25  cents  per  pack.  Our  organizations  have  endorsed 
these  proposals. 

The  primary  basis  for  our  support  of  a  cigarette  excise  tax  increase  is  the 
important  health  benefits  that  we  bel  lieve  will  necessarily  accrue. 
Cigarette  smoking  is  inversely  related  to  price,  i.e.,  as  price  increases, 
demand  decreases.  As  a  result,  an  increase  in  the  cigarette  excise  tax, 
when  passed  through  to  consumers,  will  encourage  many  people  to  quit 
smoking,  and  more  importantly,  will  encourage  many  others  not  to  start. 
A  1986  analysis  by  Michigan  University  economist  Kenneth  E.  Warner, 
as  well  as  a  number  of  studies  before  and  since,  confirmed  that 
"cigarette  excise  changes  ultimately  influence  the  health  of  smokers  and 
nonsmokers." 
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More  specifically,  according  to  Warner,  "a  16  cent  increase  in  the  excise  | 

tax  would  encourage  almost  3.5  million  Americans  to  forego  smoking  j 

habits  in  which  they  would  engage  if  the  tax  were  to  remain  at  16  cents  j 

per  pack.  This  figure  includes  more  than  800,000  teenagers  and  almost  ' 
2  million  young  adults  aged  20  to  35  years."  Warner  concluded  that  a 
doubling  of  the  federal  cigarette  excise  tax  would  diminish  the  teen-age 

smoking  population  by  17  percent.  | 

The  effect  of  an  excise  tax  increase  on  tobacco  use  is  well  documented,  j 

In  1983,  Congress  enacted  legislation  increasing  the  federal  cigarette  i 

excise  tax  from  eight  to  sixteen  cents.  While  the  United  States  had  j 
reguleu^ly  experienced  decUnes  in  the  incidence  of  smoking  following  the 

issuance  of  the  first  Surgeon  General's  report  on  smoking  and  health  in  | 

1964,  the  decline  was  never  so  precipitous  as  that  which  followed  the  | 

doubling  of  the  federal  cigarette  excise  tax.  Likewise,  following  the  \ 

recent  enactment  of  a  25  cent  increase  in  its  state  cigarette  excise  tax,  1 

California  has  witnessed  a  substantial  decline  in  cigarette  purchases.  ' 

(See  attachments.)  | 

Further  proof  may  be  found  in  the  Canadian  experience.  Between  1980  ' 
and  1988  the  cost  of  a  pack  of  Canadian  cigarettes  tripled,  due  primarily 
to  increases  in  federal  and  provincial  taxes.  In  that  same  time  period, 

tobacco  sales  fell  23  percent.  Why?  According  to  Jacques  Lariviere,  ' 
spokesperson  for  the  Canadian  Tobacco  Manufacturers  Council,  "The 

smgle  most  important  factor  .  . .  has  been  the  very  dramatic  increase  in  i 

the  retail  selhng  price  as  a  reflection  of  the  equally  dramatic  increase  in  | 

taxation."  | 

The  Coalition  has  also  endorsed  S.776,  a  proposal  introduced  by  Senator  ! 

Bradley,  which  would  disallow  deductions  for  advertising  expenses  for  | 

tobacco  products.  This  proposal  recognizes  that  the  tobacco  industry  j 

saves  a  billion  dollars  each  year  because  its  huge  advertising  and  j 

promotion  budgets  are  tax  deductible.  Removing  this  privilege  would  i 

substantially  increase  the  cost  of  advertising  and  promotion  and  reduce  ! 

tobacco  manufacturers'  financial  incentive  to  spend  so  heavily.  This  j 

proposal  also  relieves  the  American  taxpayer  of  the  burden  of  | 

subsidizing  the  tobacco  manufacturers'  marketing  efforts.  | 


The  101st  Congress  of  the  United  States  has  before  it  30  years  of  ' 
experience  and  more  than  50,000  studies,  which  have  consistently  I 
confirmed  that  cigarette  smoking  is  the  leading  cause  of  preventable  ! 
death  in  the  United  States.  Bi-partisan  support  exists  withm  Congress  i 
for  making  cigarettes  more  expensive  as  well  as  more  difficult  to^buy. 
The  Administration  has  shown  strong  leadership  in  rejecting  those  ; 
tobacco  marketing  practices  directed  primarily  at  women,  minorities  and  ! 
youth. 

The  Coalition  on  Smoking  OR  Health  commends  the  Senate  Committee  ! 
on  Finance  for  exploring  the  health  and  financial  impact  of  smoking. 
But  the  time  for  exploration  has  lone  passed.  Now  is  the  time  to  act.  j 
We  can  no  longer  stand  bv  and  watch  as  our  nation's  children  become 
addicted  to  the  one  product  legally  sold  in  our  country  that  when  used  as  i 
intended  kills.  We  urge  the  Senate  Committee  on  Finance  to  endorse  j 
an  increase  in  the  federal  cigarette  excise  tax  as  well  as  the  elimination 
of  the  tax  deduction  for  tobacco  advertising  expenses. 
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TABLE  6 

SMOKING-ATTRiBUTABLE  ECONOMIC  COSTS 
BY  STATE,  UNITED  STATES,  1985 
IN  MILLIONS  OF  DOLLARS 


Direct 

IrHlirect 

lr>direct 

Pediatric  Irtdirect 

Per  Capiti 

sut« 

Morbidity 

Morbidity 

Mortality 

Mortality 

Total 

Cost* 

349.6 

174.4 

3fe75 

10.1 

901.6 

226 

Alaska 

34.7 

16  4 

28.8 

2.4 

82.3 

165 

Arizona 

294.9 

109.8 

195.6 

7.1 

607.5 

194 

196.0 

101 .1 

222  7 

6.3 

526  1 

California 

2.932  4 

1.059.8 

1.766  7 

53.2 

5.812  1 

223 

Colorado 

329.3 

109.8 

157.3 

7.3 

603  8 

•  OS 

Connocticul 

348.7 

123.6 

222.2 

6.9 

701  4 

222 

O^lawars 

69  5 

27.5 

51  3 

3.4 

151 .7 

246 

District  of  Columbia 

19.0 

26.0 

82.0 

3  0 

130  0 

21 1 

Florida 

835.2 

407.4 

790.1 

28  1 

2,060  7 

183 

537.9 

257.7 

534  4 

18  0 

1.347.9 

228 

Haw^i* 

68.1 

32.1 

50.5 

2.8 

173  5 

174 

Idaho 

68  6 

25  6 

46  8 

1.3 

142  2 

143 

lltirH>is 

1.325  7 

5148 

934  6 

402 

2.815  4 

245 

Indiana 

563.9 

448  1 

231.4 

14  4 

1.257  9 

229 

Iowa 

192  7 

45  6 

177.3 

4.1 

419  6 

146 

Kansas 

159.4 

70.3 

1364 

4.9 

370  9 

153 

K6ntucl<y 

327.0 

170.0 

397.5 

12  3 

906  9 

246 

Louisiana 

263.8 

138.4 

302.9 

8  8 

713  9 

160 

Maine 

124.7 

57.0 

128.4 

6.0 

316  1 

273 

Maryland 

446.6 

185.3 

360.9 

13  8 

1  006  5 

232 

Massachusetts 

847.5 

288  4 

462.0 

21.2 

1,619  1 

279 

MichiQan 

1.103  9 

275  8 

699.6 

31.2 

2  110  4 

233 

Minnesota 

483  1 

154  3 

230.0 

9  7 

877.0 

209 

Mi&&i«cir>ni 

210.2 

98.8 

210.1 

7.4 

526  6 

203 

Missouri 

594.7 

232.0 

434.6 

11.5 

1  272  9 

254 

Montana 

39  9 

206 

46,3 

1 .8 

108  7 

132 

Nebraska 

156  4 

563 

91.8 

30 

307  6 

193 

Nevada 

121.1 

47.6 

91.4 

35 

263  6 

283 

New  Marripshire 
New  Jersey 

95.0 
701.7 

40  4 

301.1 

604  2 

1  R 

16.3 

218  9 
1 .623  4 

220 
215 

New  Mexico 

71.9 

33.1 

62  4 

4  6 

172  0 

120 

New  York 

t.B65.1 

907.3 

1 .780  9 

58  5 

4.61 1  6 

260 

Norlh  Carolina 

491.6 

267.5 

606.6 

15  4 

1.381  1 

225 

North  Dakota 

93.7 

35  5 

29.6 

10 

161 .1 

239 

Ohio 

1,246  2 

481  7 

885'5 

24  0 

2.6374 

246 

Oklahoma 

339.6 

259.3 

135.5 

9  1 

743  5 

227 

Oregon 

151  6 

835 

192.3 

63 

433  7 

161 

Pennsylvania 

1.403.7 

5424 

954.6 

25.7 

2.9263 

247 

Puerto  Rico** 

388 

33.0 

95.2 

11  5 

1785 

54 

Rhode  Island 

133.0 

48.7 

90.0 

1.0 

272  5 

284 

997  Q 

194  1 

9A9  O 

642  5 

196 

South  Dakota 

60.7 

242 

420 

2.0 

1290 

184 

Tennessee 

284  4 

352.6 

157  2 

11  7 

806  0 

170 

Texas 
Utah 

1.6189 
432 

617.0 
27.0 

1.079.2 
181 

294 

3.8 

3.344  5 

92  1 

206 
56 

Vermont 

52.0 

19.8 

385 

1.1 

111.2 

208 

Virginia 

534  4 

236.0 

4557 

16.9 

1.243  0 

224 

Washington 

428.7 

1530 

281.2 

14.3 

877.1 

202 

West  Virginia 

199.1 

93.2 

206.2 

34 

501  9 

259 

Wisconsin 

4695 

266  7 

266  7 

90 

1.011.8 

212 

Wyoming 

38.9 

15.1 

27.3 

46 

858 

170 

TOTAL 

23.6S3.9 

10.237.9 

17.823  8 

623.3 

52.338  9 

221 

Highest  State 

2.932  4 

1.0S9  8 

1.780.9 

S65 

5.8121 

284 

Lowest  State 

190 

151 

18.1 

08 

823 

54 

AVERAGE 

454  9 

1969 

342  8 

120 

1.006  5 

205 

•«  doHvs.  Ua^  on  1985  iwdtnt  popul«t«r«  MtimalM.  U  S  Bureau  ct  tfw  C«nsus 
"basMl  on  1963  data 
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How  to  get  a  FREE  pack 
even  if  you  don't  like  to 
redeem  coupons. 


1  •  Ask  your  best  friend  to  redeem  it. 


2«  Ask  a  kind-looking  stranger  to 
redeem  it. 

3*  Ask  a  good-looking  stranger  to 
redeem  it. 

4«  Offer  each  a  Camel  and  start  a 
warm,  wonderful  friendship. 


SURGEON  GENERAL'S  WARNING:  Cigarene 
Smoke  Contains  Carbon  Monoxide. 


LIGHTS:  9  mg.  "tar",  0.7  mg.  nicotine,  LIGHTS  HARD  PACK:  10  mg.  "tar",  0.7  mg.  nicotine.  LIGHTS  lOO'S:  12  mg.  "tar". 
0.9  mg.  nicotine,  FILTERS:  16  mg.  "tar".  1.0  mg.  nicotine.  FILTERS  HARD  PACK:  17  mg.  "tar",  1.1  mg,  nicotine.  FILTERS 
lOO'S:  18  mg.  "lar",  1.2  mg  nicotine,  REGULAR  21  mg.  "lar",  1.4  mg.  nicoiine,  av  per  cigarette  by  FTC  method. 


WZ06 


MANUFACTURERS  COUPON  |  EXPmESt/31/w1 


FREE  Pack  ^ 

s '"'12300"  101  GO""  9  ^Uilll%7IS 

When  You  Buy  1.  Any  Style. 


RETAILER:  YOU  MUST  FILL  IN  NORMAL  RETAIL  PRICE. 


.(00  NOT  INCLUDE  SALES  TAXES) 


93 


Adult  per  Capita 
Cigarette  Consumption 
and  Major  Smoking- 
and-Heaith  Events 

ADUIT  PER  CAPITA  CONSUMPTION 
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Reducing  the  Health  Consequences  of  Smoking, 
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Coalition  on  Smoking  OR  Health 

1607  New  Hampshire  Avenue,  N.W.,  Washington,  D.C.  20009 
(202)  234-9375 


SrtfRINC  COMMITTEE  ^^^^^ 
Scon  O.  Sjilin,  ClMiriTMi 


12021  822-'»3«0 

»ljn  C.  Olvli  ASSISTANT  DIRECTOR 
Americin  Cancer  Socielv  .  ,  « 

12021  ;ji^n  11  CliHord  E  Ooujiji 


&  Burton* 


January  25,  1989 


COALITION  AGENDA  FOR  1989-1990 


As  a  result  of  the  progress  of  the  1980 's,  the  effort  to 
reduce  the  death  and  disease  caused  by  tobacco  use  has  reached  a 
crossroads.     To  continue  the  progress  of  the  past  decade  and  to 
dramatically  reduce  smoking  among  our  nation's  youth,  blue  collar 
workers,  minorities,  women,  members  of  the  armed  forces,  and  our 
nation's  less,  well-educated  will  require  determined,  decisive 
public  policy  action. 

The  agenda  proposed  for  1989-1990  builds  upon  what  has  been 
accomplished  and  what  has  been  learned  over  the  last  decade.  The 
proposed  agenda  recognizes  that  public  policy  initiatives  are 
only  one  part  of  what  must  be  an  overall  comprehensive  national 
effort,  but  that  public  policy  initiatives  must  be  major 
component  of  the  comprehensive  national  effort,  if  it  is  to 
succeed.     The  proposed  agenda  also  is  based  upon  the  principle 
that  no  one  progreun  or  initiative  will  accomplish  the  task  by 
itself.     Public  policy  efforts  must  be  combined  with  traditional 
public  health  strategies  similar  to  those  in  which  the  American 
Heart  Association,  the  American  Cancer  Society,  and  the  American 
Lung  Association  have  long  been  involved. 

To  succeed  the  following  eight  pronged  blueprint  must  be 
considered  together  as  an  integral  part  of  an  overall  coordinated 
effort,  developed  and  implemented  in  tandem  with  traditional 
public  health  initiatives.     These  initiatives  at  the  federal 
level  also  must  be  combined  with  state  and  local  actions . 


Finally,  the  proposed  agenda  recognizes  that  new  and 
unforeseeable  opportunities  and  challenges,  such  as  the 
development  of  "Premier"  by  R.J.  Reynolds,  are  likely  to  arise 
during  the  next  two  years  as  they  have  in  the  past  and  the 
coalition  needs  to  be  prepared  to  address  them. 

To  this  end,  the  following  eight  pronged  agenda  is  proposed 
for  the  Coalition  for  1989-1990: 


American  ,  AMEUCM 

Heart  AMERICAN  ^  LUNG  ASSOCIATION  5b  CANCER 

Association  ^  Th.chn«m„s«,P«^  fsOCETY® 
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A.      BBtabllBhaent  of  aa  Effective  National  Policy  Which 

Prohibits  the  Sale  or  Distribution  of  Tobacco  to  Minora 

Tobacco  products  remain  readily  available  to  young  people. 
In  fact,  there  are  fewer  restrictions  on  children's  access  to 
tobacco  products  now  than  in  1964.'      Tobacco  products  are  easy 
for  children  to  obtain  because  of  the  lack  of  regulations 
governing  their  sale  and  distribution,  lax  attitudes  about 
enforcement,  unrestricted  free  sampling,  and  the  availability  of 
tobacco  products  from  unsupervised  vending  machines . 

The  following  actions  towards  which  the  Coalition  will  work 
are  a  step  in  the  right  direction: 

1 .  Enactment  of  a  Federally  Mandated  Minimum  Age  for  Tobacco 
Use;      Congress  has  the  authority  to  enact  a  federally 
mandated  national  minimum  age  for  the  use  of  tobacco 
products.     In  light  of  the  fact  that  the  establishment  of  a 
minimum  age  for  tobacco  use  has  traditionally  been  a  state 
function,  this  legislation  should  place  the  primary 
enforcement  responsibility  at  the  state  level,  but  should 
retain  federal  authority  to  establish  minimum  standards  for 
those  jurisdictions  which  do  not  do  so  on  their  own; 

2.  Enactment  of  a  Nationwide  Ban  on  Free  Sampling;  A 
prohibition  on  all  free  sampling  of  tobacco  products  will 
assist  efforts  to  prevent  the  distribution  of  tobacco 
products  to  children;  and 

3 .  Enactment  of  a  Ban  on  the  Unsupervised  Sale  of  Tobacco; 
Tobacco  products  currently  are  sold  in  unsupervised  vending 
machines  and  in  stores  where  the  sales  people  themselves  are 
too  young  to  be  able  to  smoke  legally.     Both  activities 
contribute  to  the  ease  with  which  tobacco  products  are 
available  to  children.    A  prohibition  on  the  sale  of  tobacco 
products  except  by  or  under  the  direct  supervision  of  an 
individual  old  enough  to  legally  purchase  these  products  in 
order  to  prevent  the  unrestricted,  unsupervised  sale  of 
tobacco  products  in  vending  machines  will  improve 
enforcement  of  minimtim  age  laws. 


As  of  January  1,  1988,  forty-two  states  and  the  District 
of  Columbia  restricted  the  sale  of  cigarettes  to  minors. 
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B.      Reatrlctlona  on  thm  Advartlaing  and  Marketing  of  Tobacco 
Producta 

The  tobacco  industry  spends  close  to  $2.4  billion  a  year  (or 
$6.5  million  a  day)  marketing  its  products.     The  best  available 
evidence  indicates  that  these  efforts  do  play  a  role  in  the 
decision  of  young  people  to  smoke  and  may  discourage  current 
smokers  from  quitting.     Tobacco  industry  marketing  efforts  also 
have  been  shown  to  have  a  substantial  adverse  effect  on  the 
media's  coverage  of  the  tobacco  and  health  issue,  the  willingness 
of  many  organizations  who  normally  take  a  leading  role  in 
protecting  their  constituents  to  speak  out  forcefully,  and  the 
atmosphere  in  which  tobacco  related  health  messages  compete. 

Therefore,  decisive  action  must  be  taken  to  limit  the 
corrosive  influences  of  these  practices,  including: 

1 .  Enactment  of  a  prohibition  on  all  tobacco  advertising  and 
promotional  practices .  including  brand  name  sponsorship  of 
events  such  as  sporting  events,  rock  concerts,  jazz 
festivals; 

2 .  Tombstone  Advertising  as  an  Alternative  to  a  Total 
Advertising  and  Promotion  Ban;     If  a  complete  ban  on  all 
tobacco  advertising  and  promotional  practices  cannot  be 
achieved  promptly,  three  steps  should  be  taken  to  eliminate 
the  most  serious  abuses: 

a.  a  limit  on  all  remaining  tobacco  advertising  to 
tombstone  advertising,  such  as: 

No  human  figure  or  facsimile  thereof,  and 
no  picture  other  than  the  picture  of  a  single 
package  of  the  tobacco  product  being 
advertised  displayed  against  a  neutral 
background,  shall  be  used  in  any  tobacco 
product  advertisement,  provided  that  the 
product  package  displayed  shall  be  no  larger 
than  the  actual  size  of  the  product  package 
and  shall  contain  no  human  figure  or 
facsimile  thereof  and  no  picture. 

b.  a  ban  on  advertising  in  sports  stadiums  and; 

c.  a  ban  on  brand  name  promotional  practices, 
including  brand  name  sponsorship  (sponsorship  of 
events  by  tobacco  companies  would  be  permitted  as 
long  as  it  was  not  done  by  or  publicly  associated 
with  any  brand  or  brands  of  tobacco  products ) . 
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The  tombstone  approach  permits  the  tobacco  industry  to 
continue  to  advertise  using  text-only  advertisements  thereby  not 
restricting  what  they  could  say  about  their  products  in  their 
advertisements,  while  eliminating  the  images  which  play  such  a 
powerful  role  with  teens  and  younger  children.     Thus,  the 
Tombstone  approach  is  designed  to  eliminate  those  advertising 
practices  of  greatest  concern.     The  tombstone  advertising 
approach  also  would  minimize  any  adverse  economic  effect  on  the 
media  because  advertising  would  still  be  permitted. 

These  actions  to  limit  the  impact  of  current  tobacco 
industry  advertising  practices  will  be  most  effective  if  combined 
with  educational  efforts,  such  as  the  major  federally  funded 
program  of  anti-tobacco  public  service  announcements  described 
below.     To  the  extent  necessary,  state  and  local  authority  to 
control  and  restrict  purely  local  marketing  efforts  of  the 
tobacco  industry  also  should  be  clarified. 


C.    Increaaed  Educational  Efforts 

Despite  tremendous  strides  which  have  been  made  in  the 
public's  awareness  that  tobacco  use  is  hazardous,  substantial 
numbers  of  people  do  not  know  how  dangerous  tobacco  is,  whether 
the  risks  of  tobacco  use  have  personal  relevance  to  themselves, 
whether  they  are  among  those  groups,  such  as  pregnant  women,  who 
are  uniquely  vulnerable  to  the  health  hazards  of  tobacco  use,  or 
whether  tobacco  is  addictive. 

Therefore,  the  Coalition  will  seek  to  enact  legislation  in 
three  areas  to  address  these  problems  directly.     They  are: 

1.  Legislation  to  mandate  a  major,  federally  funded,  long 
term  proqreun  of  anti-tobacco  public  service  announcements. 
The  public  service  announcements  of  the  late  1960 's 
contributed  significantly  to  the  large  decline  in  tobacco 
use  in  the  late  1960 's  and  virtually  all  experts  agree  that 
a  major  program  of  anti- tobacco  public  service  announcements 
offers  one  of  the  most  effective  opportunities  for 
countering  the  billions  of  dollars  spent  by  the  tobacco 
industry  to  promote  its  products  and  for  providing  the 
public  with  a  more  complete  understanding  of  the  hazards  of 
tobacco  use; 

2.  Legislation  to  Require  an  Addiction  Warning;     All  tobacco 
packages  and  advertisements  and  promotional  material  should 
contain  an  explicit  warning:  "Tobacco  Is  Addictive:  Once  You 
Start  You  May  Not  Be  Able  To  Stop." 
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3 .  Legislation  to  Require  the  Inclusion  of  Tobacco  in  All 
Health  Education  Curriculum;     The  health  hazards  of  tobacco 
use  should  be  part  of  the  standard  health  curriculum  in  all 
schools,  and  education  about  the  health  hazards  of  tobacco 
should  be  included  in  all  drug  education  programs  in  the 
schools . 

4 .  Increased  Funding  for  the  Office  on  Smoking  And  Health 
within  the  Centers  for  Disease  Control;     The  budget  of  the 
Office  on  Smoking  and  Health  has  grown  little  over  the  past 
decade  and  should  be  increased  to  at  least  $5  million 
annually. 


D.      Federal  Regulation  of  Tobacco  Products 

Tobacco  products  are  exempt  from  virtually  all  federal 
health  and  safety  regulations.  Thus,  the  federal  government 
currently  cannot  do  anything  about  the  fact  that  43  separate, 
known  carcinogens  have  been  identified  in  tobacco  smoke,  cannot 
prevent  tobacco  manufacturers  from  adding  additional  chemicals 
known  to  be  harmful  to  tobacco  products,  cannot  restrict  how  much 
nicotine — a  highly  toxic,  addictive  substance — tobacco 
manufacturers  add  to  their  products,  and  cannot  control  what  is 
added  to  the  filters  appended  to  tobacco  products  despite  the 
knowledge  that  for  a  number  of  years  asbestos  was  added  to  the 
highly  popular  Kent  Micronite  Filter.     There  is  even  question  at 
present  whether  the  federal  government  can  regulate  new 
alternative  nicotine  delivery  systems,  such  as  "Premier",  as  long 
as  manufacturers  put  some  tobacco  somewhere  in  the  product. 

No  other  consumer  product  is  exempted  from  as  many  laws  and 
regulations  designed  to  protect  the  American  public.     To  protect 
consiimers,  tobacco  should  be  treated  the  same  as  other  consumer 
products.     Therefore,  legislation  is  necessary  to  remove  the 
special  status  accorded  to  tobacco  and  this  legislation  at  a 
minimxim  should  include; 

1 .  Regulation  Of  Tobacco  Products  by  the  Food  and  Drug 

Administration ;  Legislation  should  provide  explicit 
authority  to  the  Food  and  Drug  Administration  to  regulate 
tobacco  products.     The  FDA  should  be  authorized,  among  other 
things,  to: 

a.      Require  that  all  additives  and  chemicals  used  in 
tobacco  products  be  shown  to  be  safe; 
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b.  Regulate  the  introduction  of,  claims  made  about, 
and  the  advertising  for  all  nicotine  containing 
products,  whether  or  not  they  contain  tobacco, 

c.  Oversee  the  regulations  prohibiting  the  sale  and 
distribution  of  tobacco  products  to  minors, 

d.  Require  the  disclosure  of  tar,  nicotine,  carbon 
monoxide,  and  other  harmful  constituent  levels  in 
cigarettes, 

e.  Require  the  disclosure  of  the  ingredients  used  in 
each  brand  of  cigarettes,  and 

f .  Regulate  the  advertising  and  marketing  of  tobacco 
products,  as  it  currently  does  for  prescription  and 
non-prescription  drugs  to  eliminate  practices  which 
encourage  consumption  or  create  false  impressions  about 
the  product's  safety. 


E.      Federal  Tax  Policy 

Despite  the  fact  that  an  increase  in  the  excise  tax  on 
tobacco  products  has  been  proven  to  be  one  of  the  moat  effective 
mechanisms  for  discouraging  teenagers  from  starting  to  smoke,  the 
federal  excise  tax  on  cigarettes  has  been  increased  just  one  time 
in  the  last  37  years  and  is  lower  today  in  constant  dollars  than 
it  was  in  1951.    Even  when  state  and  federal  excise  taxes  on 
tobacco  products  are  combined,  they  are  lower  today  in  constant 
dollars  than  they  were  before  the  release  of  the  1964  Surgeon 
General's  report,  a  situation  which  is  poor  health  policy  and 
which  has  cost  the  government  billions  of  dollars  in  revenue. 

The  federal  government  also  has  been  losing  close  to  a 
billion  dollars  a  year  in  tax  revenue  by  permitting  the  tobacco 
companies  to  deduct  as  a  legitimate  business  expense  the  full 
cost  of  their  advertising  and  promotion  efforts.     The  American 
taxpayer  should  not  be  subsidizing  the  tobacco  industry's 
marketing  efforts  by  providing  it  with  this  tax  deduction. 

Tax  policy  does  influence  whether  people  smoke  and  the 
ability  of  the  tobacco  industry  to  attract  new  smokers.  Those 
who  argue  that  tax  policy  should  be  developed  without  regard  to 
public  policy  considerations  ignore  the  reality  of  what  occurs 
whether  or  not  the  tobacco  excise  tax  is  increased.  If  the 
federal  government  does  nothing,  its  current  policies  will  have 
the  effect  of  assisting  the  tobacco  industry  to  continue  to 
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promote  its  product.  Only  by  acting,  can  the  federal  government 
bring  its  tax  policy  into  line  with  sound  health  policy. 

Therefore,  the  Coalition  will  work  for  the  following: 

1 .  An  Increase  in  the  Excise  Tax  on  All  Tobacco  Products;  An 
increase  in  the  federal  excise  tax  on  cigarettes  of  no  less 
than  16  cents,  and  preferably  more,  and  comparable  increases 
in  the  excise  tax  on  other  tobacco  products .     States  and 
local  governments  should  also  consider  comparable  increases 
in  their  taxes  on  tobacco  products . 

2.  The  Elimination  of  the  Tax  Deduction  for  Tobacco  Marketing 
Expenses ;     The  tax  deduction  that  tobacco  companies 
currently  receive  for  tobacco  related  advertising  and 
promotional  expenditures  should  be  eliminated. 


F.      Protection  of  NonBookera 

■  The  1986  Report  of  the  Surgeon  General  thoroughly  documents 
the  health  hazards  posed  by  involuntary  smoking  and  the  evidence 
of  the  hazards  of  involuntary  tobacco  smoking  continues  to  mount 
As  a  result,  the  majority  of  states  and  hundreds  of  communities 
have  enacted  protections  for  nonsmokers,  and  Congress  has 
enacted  a  two-year  ban  on  smoking  aboard  all  domestic  commercial 
flights  of  two  hours  or  less. 

More  needs  to  be  done  at  the  federal  level,  however, 
including: 

1 .  Extension  of  the  Ban  on  Smoking  on  Commercial  Aircraft; 
The  ban  on  smoking  aboard  commercial  aircraft  on  flights 
scheduled  for  two  hours  or  less  expires  in  April  1990.  It 
should  be  made  permanent  and  should  be  extended  to  all 
flights  over  which  the  federal  government  has  authority. 

2 .  Ban  on  Smoking  on  Interstate  Buses  and  Trains:     A  ban  on 
smoking  on  interstate  buses  and  trains  where  nonsmokers 
cannot  be  provided  with  separate  smokefree  cars  should  be 
enacted . 

3 .  Protections  for  Nonsmokers  in  Federal  Buildings:  The 
current  regulations  restricting  smoking  in  many  federal 
government  buildings  should  be  extended  to  all  federal 
government  buildings  and  other  public  facilities  over  which 
the  federal  government  has  authority. 
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H.  Foreign  Trade  Policy 

Even  while  the  federal  government  publishes  new  studies 
which  document  the  health  hazards  of  tobacco  use,  it  has  been 
aggressively  promoting  the  export  of  tobacco  to  Japan,  South 
Korea,  Thailand,  and  Third  World  nations  and  has  been  exercising 
its  trade  leverage  with  these  nations  to  open  their  doors  to 
American  tobacco  products.    The  authority  of  the  United  States 
should  not  be  used  to  promote  the  use  of  a  product  which  is  this 
nation's  number  one  preventable  cause  of  premature  death  and 
disease  in  Third  World  nations.    This  is  a  problem  which  can  be 
solved  without  the  enactment  of  new  legislation  if  the  Executive 
Branch  alters  its  trade  priorities.  Therefore, 

I .  Modification  of  Trade  Policy  Priorities;    The  federal 
government  should  adopt  a  trade  policy  consistent  with  its 
health  policy  and  hereinafter  cease  using  its  trade  leverage 
to  promote  the  export  of  tobacco,  particularly  to  Third 
World  nations  and  the  Coalition  will  work  within  the 
Executive  Branch  to  encourage  the  Trade  Representative  and 
the  Department  of  Commerce  to  adopt  such  a  policy; 

2.  Enactment  of  a  Requirement  that  a  Health  Warning  be  Placed 

On  Exported  Tobacco  Products;    American  tobacco  exporters 
should  be  required  to  place  health  warnings  on  all  packages 
of  tobacco  exported  from  the  United  States.     If  the  nation 
to  which  the  products  are  exported  does  not  have  its  own 
health  warning  requirements,  then  those  packages  should 
contain  the  health  warnings  currently  required  on  tobacco 
products  sold  in  the  United  States,  but  they  should  appear 
in  the  language  of  the  importing  country.     If  an  importing 
nation  already  has  its  own  health  warning  requirements,  the 
requirements  of  the  importing  nation  should  apply. 


G.      Domaatic  Agricultural  Policy 

Despite  the  enactment  of  the  No  Net  Cost  Tobacco  Act  of  1982 
the  federal  government  continues  to  spend  substantial  stuns  of 
money  to  support  the  growth  of  tobacco.    According  to  the 
Department  of  Agriculture,  as  the  result  of  legislation  enacted 
in  1986,  the  tobacco  price  support  program  cost  the  federal 
government  $159.7  million  in  1986;  in  1987  the  figure  rose  to 
$279.2. 

The  federal  government  should  not  financially  promote  the 
growth  of  tobacco  and  should  assist  tobacco  farmers  willing  to 
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stop  growing  tobacco.     Therefore,  the  Coalition  will  work  to 
enact  the  following  legislation; 

1 .  The  Elimination  of  Federal  Financial  Support  for  the 
Growth  of  Tobacco;       No  federal  expenditures  should  be 
permitted  to  pay  for,  administer  or  otherwise  support  the 
tobacco  price  support  prograum  and  no  federal  funds  should  be 
pledged  to  guarantee  tobacco  loans  or  the  sale  of  tobacco 
for  export; 

2 .  Federal  Financial  Assistance  for  Farmers  Who  Wish  to  Stop 
Growing  Tobacco;     A  federally  funded  progreim  should  be 
created  (perhaps  using  the  federal  excise  tax  on  tobacco 
products)  to  provide  financial  assistance  to  tobacco  farmers 
who  are  willing  voluntarily  to  stop  growing  tobacco. 
Tobacco  allotments  owned  by  farmers  who  participate  in  the 
prograun  would  be  retired,  thereby  decreasing  the  overall 
number  of  tobacco  allotments  and  the  total  acreage  devoted 
to  the  growth  of  tobacco. 
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Prepared  Statement  of  Louis  W.  Sullivan 

Mr.  Chairman  and  Members  of  the  Committee:  Thank  you  for  the  opportunity  to 
testify  at  today's  hearing.  I  congratulate  you  for  your  efforts  to  focus  attention  on 
the  issue  of  tobacco  and  health.  Given  the  tremendous  toll  that  tobacco  addiction 
wreaks  on  our  nation's  health,  and  especially  on  the  people  served  by  programs 
under  your  jurisdiction,  it  is  urgent  that  we  work  vigorously  together  to  develop 
strategies  to  curtail  use  of  this  addicting  substance.  This  hearing  is  especially  timely 
because  May  31st  is  "World  No-Tobacco  Day."  This  event,  which  is  sponsored  by  the 
World  Health  organization,  is  much  like  the  Great  American  Smoke-out.  The  theme 
of  World  No-Tobacco  Day  this  year  is  Smoking  and  Children. 

Today  I  will  summarize  the  scope  and  nature  of  the  problem  of  tobacco  addiction 
in  the  United  States,  particularly  as  it  affects  our  nation's  children  and  youth.  I 
also  want  to  discuss  some  of  the  steps  my  Department  is  taking  to  reduce  the  use  of 
tobacco. 

THE  HEALTH  CONSEQUENCES  OF  SMOKING 

We  have  made  tremendous  progress  toward  our  ultimate  goal  of  a  smoke-free  soci- 
ety since  the  first  Surgeon  General's  report  on  smoking  and  health  in  1964.  A  quar- 
ter century  ago,  40  percent  of  adults — and  more  than  half  of  all  men — smoked  ciga- 
rettes. Today  fewer  than  30  percent  of  adults  smoke,  and  almost  half  of  all  living 
Americans  who  ever  smoked  have  quit.  Per  capita  cigarette  consumption  has  fallen 
each  year  since  1973. 

Nonetheless,  cigarette  smoking  remains  the  single,  most  important  preventable 
cause  of  death  in  our  society.  Smoking  is  directly  responsible  for  about  390,000 
deaths  each  year  in  the  United  States;  thus,  we  can  fairly  blame  smoking  for  more 
than  one  of  every  six  deaths  in  our  country.  It  is  astonishing  to  realize  that  the 
number  of  Americans  who  die  each  year  from  diseases  caused  by  smoking  exceeds 
the  number  of  Americans  who  died  in  all  of  World  War  II,  and  this  toll,  unfortu- 
nately, is  repeated  year  after  year  after  year. 

I  am  particularly  concerned  about  smoking  among  pregnant  women,  and  among 
our  children  and  teen-agers.  Women  took  up  smoking  in  large  nurnbers  in  the  1940s 
and  1950s.  Since  that  time,  the  rate  of  smoking  has  declined  much  more  slowly 
among  women  than  among  men.  Cigarette  companies  have  aggressively  targeted 
women  since  1928,  when  women  were  asked  to  "Reach  for  a  Lucky  Instead  of  a 
Sweet."  A  more  contemporary  advertising  campaign  associates  smoking  with 
women's  liberation — "You've  Come  a  Long  Way,  Baby." 

However,  these  ads  fail  to  point  out  that  smoking  is  an  equal  opportunity  killer. 
Lung  cancer  has  overtaken  breast  cancer  as  the  number  one  cause  of  cancer  death 
among  women,  and  lung  cancer  death  rates  among  women  continue  to  increase  at 
an  unrelenting  pace.  Other  smoking-related  diseases,  such  as  heart  disease,  and  em- 
physema, also  are  exacting  a  terrible  toll  on  women  in  this  country.  For  example,  a 
recent  article  published  in  the  New  England  Journal  of  Medicine  showed  that 
women  who  smoke  are  more  than  three  times  as  likely  to  have  a  heart  attack  as 
women  who  have  never  smoked.  This  study  and  hundreds  of  others  have  demon- 
strated that  women  who  smoke  like  men  are  going  to  die  like  men  who  smoke. 
Smoking  is  one  area  where  women  are  unfortunately  outdoing  men  in  one  respect; 
at  present,  young  women  are  more  likely  to  smoke  than  young  men. 
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Women  who  are  addicted  to  tobacco  are  obviously  affecting  their  own  health,  and 
that  is  unfortunate  enough.  But  women  who  smoke  during  pregnancy  are  undeni- 
ably affecting  their  own  babies.  Women  who  smoke  during  pregnancy  are  more 
likely  to  have  miscarriages,  and  they  are  more  likely  to  have  dangerously  small 
babies,  or  babies  who  die  during  their  infancy.  To  put  it  in  very  plain  terms,  being 
born  too  small  is  a  hazard  to  your  health,  and  too  many  of  our  babies  are  suffering 
this  hazard  as  the  result  of  women  smoking  during  pregnancy.  The  danger  of  smok- 
ing during  pregnancy  is  real — smoking  doubles  the  risk  that  a  baby  will  die — and  it 
is  pervasive — there  are  around  900,000  infants  born  each  year  to  smoking  mothers. 
We  know  that  smoking  increases  a  woman's  chances  of  having  an  underweight 
baby.  Anyone  who  has  held  an  underweight  baby  in  their  arms,  as  I  have,  realizes 
what  a  tragedy  it  is  to  have  a  child  begin  its  life  way  behind  the  "starting  line."  It 
is  all  the  more  tragic,  when  smoking  is  the  cause,  because  smoking  is  avoidable. 

These  tragedies  have  a  financial  and  budgetary  impact  as  well.  Neonatal  inten- 
sive care  for  low  birth-weight  babies  costs  about  $3  billion  a  year.  We  estimate  that 
about  one-fourth  of  all  low  birth-weight  babies  are  attributable  to  smoking  during 
pregnancy.  Thus,  elimination  of  all  smoking  by  pregnant  women  could  save  up  to 
$750  million  nationally,  and  the  savings  to  the  Medicaid  program  are  estimated  to 
be  between  $150-200  million. 

With  these  kinds  of  statistics,  it  is  clear  that  elimination  of  smoking  among  child- 
bearing  women  would  greatly  reduce  infant  mortality  and  many  other  health  prob- 
lems and  their  associated  costs.  My  Department  conducts  a  number  of  programs 
which  are  trying  to  develop  educational  methods  that  can  be  used  to  reduce  smok- 
ing among  pregnant  women.  For  example,  through  the  "Smoking  Cessation  in  Preg- 
nancy" (SCIP)  project,  the  Centers  for  Disease  Control  is  providing  assistance  to 
states  to  develop  and  integrate  smoking  cessation  information  into  public  prenatal 
services.  If  the  development  of  these  educational  methods  is  successful,  then  they 
can  be  applied  more  broadly. 

Smoking  among  young  people  is  a  special  concern  of  mine  that  I  want  to  highlight 
today.  Here's  an  area  where  we  have  had  some  good  news.  Smoking  among  high 
school  seniors  actually  declined  between  1976  and  1980  from  29  percent  to  21  per- 
cent, but  has  leveled  off  since  1980.  The  really  disheartening  news  is  that  some  one 
million  teens  start  smoking  each  year;  this  amounts  to  about  3,000  each  day,  and 
many  of  these  go  on  to  become  addicted  for  life.  In  fact,  about  90  percent  of  adult 
smokers  began  their  addiction  as  children  or  adolescents,  so  the  conclusion  is  clear: 
these  young  smokers  account  for  almost  all  of  our  future  problems.  We  know  that 
the  younger  a  person  is  when  he  or  she  starts  to  smoke,  the  more  likely  he  is  to 
become  a  long-term  smoker  and  to  develop  smoking-related  diseases.  Preventing 
youngsters  from  taking  up  smoking  is  far  more  cost-effective  than  treating  addiction 
later  in  life,  and  far  less  expensive  than  treating  the  resulting  diseases. 

As  long  as  a  significant  proportion  of  teens  view  smoking  as  a  desirable,  adult 
pleasure,  and  become  addicted  before  they  can  make  a  mature  judgment,  we  will 
never  succeed  in  achieving  a  smoke-free  society.  It  is  all  too  apparent  that  we,  as 
parents,  as  educators,  as  health  officials,  and  legislators,  still  do  not  take  the  prob- 
lem of  smoking  among  our  children  and  adolescents  as  seriously  as  we  should.  We 
allow,  for  example,  a  constant  barrage  of  cigarette  advertising  that  portrays  smok- 
ing as  safe,  sexy,  and  sophisticated,  themes  which  appeal  strongly  to  impressionable 
adolescents.  And  we  have  found  it  convenient  to  look  the  other  way  as  cigarettes 
are  openly  sold  to  our  nation's  youth. 

As  with  so  many  other  health  issues,  tobacco  addiction  should  be  attacked  with 
prevention  measures,  and  this  means  that  we  should  mount  a  vigorous  effort  to  dis- 
courage our  children  and  youth  from  ever  starting  to  smoke.  With  this  in  mind,  I 
want  to  present  to  you  today  a  new  initiative,  one  which  I  believe  has  the  potential 
to  make  a  great  contribution  towards  smoking  reduction  among  youth. 

IMPROVED  ENFORCEMENT  OF  STATE  LAWS  AGAINST  SMOKING  BY  MINORS 

In  March  I  asked  the  Office  of  the  Inspector  General  (OIG)  of  HHS  to  assess  the 
enforcement  of  state  laws  prohibiting  the  sale  of  cigarettes  to  minors.  I  also  asked 
my  staff  to  explore  techniques  which  states  could  adopt  to  improve  the  enforcement 
of  these  laws. 

I  am  releasing  the  OIG  report  today.  I  would  like  to  summarize  it  and  introduce  a 
copy  of  the  report  into  the  record.  Its  findings  confirm  both  the  findings  of  other 
studies  and  what  we  already  suspected  from  every  day  observation.  The  findings 
boil  down  to  this  simple  and  unacceptable  fact:  our  children  can  easily  buy  ciga- 
rettes virtually  anytime  they  want  to  in  violation  of  the  law.  Clearly,  something  has 
to  change! 
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The  OIG  collected  information  in  three  ways.  First,  law  enforcement  and  public 
health  officials  were  contacted  in  every  state  to  obtain  data  on  enforcement  activity 
and  the  views  of  these  officials  regarding  enforcement  of  these  laws.  Second,  the 
OIG  identified  and  obtained  information  on  unique,  aggressive,  and  effective  state 
or  local  enforcement  efforts.  Third,  the  OIG  interviewed  1200  law  enforcement  offi- 
cials, public  health  officials,  educators,  youth,  parents,  and  vendors  in  18  states  and 
over  300  communities  to  assess  their  knowledge  of  enforcement. 

Let  me  now  provide  the  highlights  of  this  report: 

•  Forty-four  states  and  the  District  of  Columbia  have  laws  which  make  it  an  of- 
fense for  retailers  to  sell  cigarettes  to  minors.  However,  these  laws  are  being  bla- 
tantly ignored. 

•  Of  the  44  states  with  such  laws,  only  five  could  even  tell  our  investigators  how 
many  violations  had  been  identified  either  at  the  state  or  municipal  level.  These 
five  states  found  a  total  of  32  violations  in  1989,  and  the  remaining  states  simply 
didn't  know.  Thus,  nationally  we  can  document  32  violations  of  the  sales  laws,  while 
we  know  that  almost  one  billion  packs  of  cigarettes  are  illegally  sold  to  our  young- 
sters each  year.  This  is  truly  a  national  disgrace. 

•  Two-thirds  of  the  state  public  health  officials  reported  that  there  was  virtually 
no  enforcement  of  their  state  law,  and  most  of  the  rest  said  enforcement  was  mini- 
mal. 

•  Because  most  youth  access  laws  are  criminal  statutes,  only  the  police  can  en- 
force them.  Law  enforcement  officials  said  that  other  enforcement  priorities  and  a 
reluctance  to  take  such  cases  into  crowded  court  systems  dampened  their  enthusi- 
asm to  enforce  these  laws. 

•  Over  80  percent  of  both  students  and  adults  interviewed  by  the  OIG  reported 
that  it  is  easy  for  youth  to  buy  cigarettes.  Over  60  percent  of  vendors  agreed. 

As  you  can  see,  the  overall  enforcement  record  is  abysmal.  The  OIG,  however,  did 
find  tiny  pockets  of  active  enforcement,  mostly  local  communities  with  strong  and 
enforceable  laws. 

•  The  OIG  identified  eleven  jurisdictions  where  officials  have  made  serious  at- 
tempts to  end  the  sale  of  cigarettes  to  minors.  These  communities  are:  the  state  of 
Florida;  Leominster  and  Brookline,  Massachusetts;  Woodridge,  Illinois;  AUentown, 
Pennsylvania;  Minneapolis  and  White  Bear  County,  Minnesota;  Layton,  Utah;  King 
County  (Seattle),  Washington;  Marquette  County,  Michigan;  and  Solano  County, 
California. 

•  The  jurisdictions  that  the  OIG  identified  are  successfully  enforcing  their  laws 
and  have  offered  recommendations  for  even  better  performance.  The  enforcement 
tools  which  seem  effective  in  these  communities  include  licensing  of  tobacco  vendors 
and  revocation  of  licenses  for  violations,  civil  rather  than  criminal  penalties  for  vio- 
lators, use  of  "stings"  to  identify  illegal  sales,  posting  of  signs  at  points  of  sale,  and 
bans  or  restrictions  on  vending  machines. 

•  Above  all,  these  communities  have  found  that  leadership  by  government  offi- 
cials accompanied  by  local  support  and  commitment  are  vital. 

In  sum,  where  state  and  local  officials  take  their  responsibilities  seriously,  and 
devise  enforcement  tools  which  are  workable  and  effective,  these  laws  can  be  suc- 
cessfully enforced.  The  job  can  be  done!  In  just  these  few  communities,  it  is  likely 
that  tens  of  thousands  of  youth  will  avoid  addiction  and  extend  their  healthy  lives. 
What  other  public  health  initiative  can  promise  such  results  at  such  low  cost? 

I  also  asked  my  staff  to  use  the  experience  of  successful — and  not  so  successful — 
enforcement  efforts  to  develop  a  model  law  which  states  could  adopt.  Today,  I  am 
releasing  the  "Model  Sale  of  Tobacco  Products  to  Minors  Control  Act,"  and  I  recom- 
mend that  ever^  state  in  the  union  consider  legislation  along  these  lines.  I  hope 
that  the  Nation  s  governors,  all  of  whom  are  certainly  interested  in  practical  pre- 
ventive health  measures,  will  get  behind  legislation  to  attach  this  critical  problem. 
We  will  be  working  with  the  leadership  of  the  National  Governors  Association  and 
other  groups  to  assure  that  the  model  bill  is  considered  in  each  and  every  state. 

I  would  like  to  summarize  the  proposed  legislation  and  introduce  a  copy  of  it  into 
the  record.  The  proposed  model  law  has  several  key  features,  which  would  do  the 
following: 

•  Create  a  licensing  system,  similar  to  that  used  to  control  the  sale  of  alcoholic 
beverages;  thus,  a  store  could  sell  tobacco  to  adults  only  if  it  avoids  selling  to 
minors.  Signs  stating  that  sales  to  minors  are  illegal  would  be  required  at  all  points 
of  sale. 

•  Set  forth  a  graduated  schedule  of  penalties— monetary  fines  and  license  suspen- 
sions— for  illegal  sales  so  that  store  owners  and  employees  face  punishment  proper- 


106 


tional  to  their  violation  of  the  law.  Penalties  are  fixed  and  credible.  Those  who 
comply  need  pay  only  an  annual  license  fee. 

•  Provide  separate  penalties  for  failure  to  post  a  sign,  and  higher  penalties  for 
sales  without  a  license. 

•  Place  primary  responsibility  for  investigation  and  enforcement  in  a  designated 
state  agency,  such  as  the  State  Health  Department,  but  allow  local  law  enforcement 
and  public  health  officials  to  investigate  compliance  and  present  evidence  to  the 
state  agency  or  file  complaints  in  local  courts. 

•  Rely  primarily  on  civil  penalties  to  avoid  the  time  delays  and  costs  of  the  court 
system,  but  allow  use  of  local  courts  to  assess  fines,  similar  to  traffic  enforcement. 
This  provides  flexibility  to  both  state  and  local  authorities  to  target  enforcement  re- 
sources. 

•  Ban  the  use  of  vending  machines  to  dispense  cigarettes;  this  provision  reflects 
the  difficulty  of  preventing  illegal  sales  from  these  machines.  You  can't  buy  beer 
from  a  vending  machine,  why  should  you  be  able  to  purchase  cigarettes  there?  In 
recognition  of  the  economic  impact  of  such  a  ban  on  vending  machine  owners,  states 
may  wish  to  consider  a  phased  approach  leading  to  a  complete  ban. 

•  Contain  a  number  of  features  to  minimize  burdens  on  retail  outlets:  require 
identification  only  for  those  who  are  not  clearly  above  the  age  set  by  the  state,  allow 
a  driver's  license  as  proof  of  age,  set  a  nominal  penalty  for  the  first  violation,  disre- 
gard one  accidental  violation  if  effective  controls  are  in  place,  have  the  state  provide 
required  signs,  and  set  license  fees  lower  for  outlets  with  small  sales  volume. 

I  would  add  that  our  emphasis  on  civil  money  penalties  in  this  model  legislation 
reflects  the  success  that  my  Department  has  had  using  this  new  tool,  that  was  de- 
veloped legislatively  by  the  Finance  Committee.  The  use  of  civil  penalties  has  been 
particularly  successful  in  addressing  Medicare  fraud. 

In  summary,  the  model  law  attempts  to  create  workable  procedures  which  will 
provide  retail  outlets  the  incentive  and  tools  to  refuse  to  sell  tobacco  to  minors,  as 
already  required  by  law  in  44  states.  Stores  which  comply  will  have  no  burden  other 
than  a  licensing  fee  and,  in  some  cases,  replacement  of  vending  machine  by  over- 
the-counter  sales.  Compliance  by  responsible  stores,  which  would  quickly  become 
the  great  majority,  will  enable  state  and  local  authorities  to  concentrate  enforce- 
ment efforts  on  a  small  number  of  recalcitrant  outlets.  The  few  stores  which  are 
unable  or  unwilling  to  prevent  tobacco  sales  to  minors  may  elect  to  stop  carrying 
tobacco  products,  or  will  lose  the  license  to  sell  them.  Adult  smokers  would  be  unaf- 
fected by  the  proposed  law. 

Ultimately,  the  effectiveness  of  state  laws  depends  on  the  willingness  of  concerned 
citizens  to  report  violations  to  authorities  who  are  responsible  for  investigations  and 
enforcement.  We  are  sure  that  enough  citizens  are  concerned;  the  model  law  should 
help  state  legislatures  develop  an  effective  and  efficient  system  to  handle  their  com- 
plaints. However,  we  feel  that  merely  putting  an  effective  enforcement  mechanism 
in  place  is  the  single  most  important  reform.  The  better  the  mechanism,  the  less 
likely  it  will  have  to  be  used. 

I  would  like  to  add  that  if  some  states  are  unable  to  put  this  proposal  into  place 
then  cities  and  counties  can  certainly  do  so.  The  OIG  study  clearly  showed  that 
local  jurisdictions  can  have  a  noticeable  impact  on  cigarette  sales  to  minors  if  they 
choose. 

Regardless  of  the  level,  I  urge  the  adoption  of  legislation  based  on  this  model  bill. 
No  state  or  city  could  take  a  more  effective  health-enhancing  action  for  its  citizens 
than  enactment  of  a  set  of  well-designed  enforcement  tools  aimed  at  eliminating  the 
sale  of  cigarettes  to  minors.  Businesses,  which  are  struggling  with  the  costs  of  pro- 
viding employee  health  benefits,  should  recognize  the  long-term  value  of  this  bill,  as 
it  should  diminish  the  number  of  people  who  get  hooked  on  smoking  while  young — 
only  to  become  disease  victims  later. 

Mr.  Chairman,  this  proposal  represents  only  one  of  the  initiatives  we  are  taking; 
you  are  well  aware  of  my  abiding  concern  for  the  impact  smoking  is  having  on  mi- 
norities. I  look  forward  to  working  with  you  and  other  members  of  Congress  to  pro- 
mote a  tobacco  free  lifestyle.  Elimination  of  this  addictive  substance  will  do  more  to 
enhance  the  length  and  quality  of  life  in  the  United  States  than  any  other  step  we 
could  take.  Unlike  many  of  the  issues  which  this  Committee  examines  each  year, 
moreover,  smoking  reduction  can  be  achieved  at  very  low  cost  to  Federal  or  state 
budgets.  Indeed,  smoking  reduction  creates  positive  fiscal  effects  on  employment 
and  income  tax  revenues,  and  on  both  public  and  private  retirement  funds  and  med- 
ical insurance,  due  to  prolongation  of  working  years  and  reduced  illness  during 
those  years. 
Attachments. 
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INTRODUCTION 


PURPOSE 

To  assess  the  enforcement  of  State  laws  prohibiting  the  sale  of  cigarettes  to  minors. 
BACKGROUND 

As  part  of  his  initiative  on  smoking,  Secretary  Sullivan  asked  the  Office  of  Inspector  General 
to  sur«2y  States  regarding  their  laws  on  the  sale  of  cigarettes  to  minors.  He  specifically 
wanted  to  know  the  extent  to  which  the  laws  are  enforced,  the  nature  of  enforcement  activities 
and  the  most  effective  practices.  Although  the  Surgeon  General  reports  that  most  States  have 
youth  access  laws,  there  is  little  information  on  their  enforcement. 

Research  has  documented  that  children  smoke.  Each  day  more  than  3,000  children  start 
smoking.  A  Journal  of  the  American  Medical  Association  article  estimates  that  more  than  3 
million  American  children  under  age  18  consume  947  million  packs  of  cigarettes  yearly. 
Additionally,  75  percent  of  current  adult  smokers  started  smoking  before  their  18th  birthday. 
The  Annual  High  School  Seniors  Survey,  conducted  in  1987  by  the  University  of  Michigan, 
reports  that  approximately  one  out  of  every  five  high  school  seniors  smoke  daily,  and  that  over 
half  the  seniors  who  smoked  began  smoking  by  the  eighth  grade. 

According  to  a  study  by  the  Minnesota  Tobacco-Free  Youth  Project,  the  earlier  a  child  starts 
using  tobacco,  the  more  likely  it  is  that  he/she  will  be  unable  to  quit  The  same  study  found 
that  more  than  one-half  of  high  school  seniors  who  smoke  daily  have  tried  to  quit  without  success. 

States  have  responded  to  the  fact  that  children  smoke  by  passing  laws  that  prohibit  the  sale  of 
cigarettes  to  minors.  Currendy,  44  States  and  the  District  of  Columbia  have  such  laws.  The 
age  at  which  children  are  no  longer  considered  minors  ranges  firom  15  to  19,  with  18  being  the 
most  common.  These  are  not  new  laws;  most  were  enacted  between  1890  and  1920  as  a  result 
of  pressure  from  activists  who  were  trying  to  prevent  young  boys  fi-om  smoking.  As  recently 
as  1964, 48  States  had  laws  prohibiting  the  sale  of  cigarettes  to  minors,  but  some  were 
repealed  because  they  were  considered  unenforceable.  In  at  least  11  States  vendors  must  post 
signs  stating  it  is  illegal  to  sell  cigarettes  to  minors. 

Penalties  for  violation  of  these  laws  vary  greatly  ~  from  a  $2  fine  in  Washington  D.C.,  to  a 
maximum  of  a  $3,000  fine  and/or  a  year  in  jail  in  Minnesota.  In  most  States  the  penalty  is  a 
fine  and/or  jail.  Despite  the  fact  that  virtually  all  States  license  the  sale  or  distribution  of 
cigarettes,  only  four  have  license  revocation  as  a  penalty  for  selling  to  minors.  Most  States 
leave  enforcement  to  local  law  enforcement  officials.  However,  in  Florida  and  New 
Hampshire,  State  taxation  agencies  have  the  responsibility;  in  Massachusetts,  it  is  the  State 
Department  of  Public  Health. 
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Indications  that  enforcement  may  be  weak  came  not  only  from  the  observable  fact  that  teens 
are  smoking,  but  also  from  a  number  of  studies  and  from  controlled  purchases  or  "stings"  that 
demonstrated  children  can  and  do  buy  cigarettes.  Dozens  of  such  local  "stings"  have  been  run 
by  researchers,  local  reporters,  police,  and  health  departments  to  test  youth  access  laws. 
Generally,  minors  were  able  to  purchase  cigarettes  illegally  about  80  percent  of  the  time. 

Additionally,  in  1987,  nearly  90  percent  of  a  sample  of  Minnesota  10th  graders  who  smoked 
regularly  reported  that  it  was  very  easy  to  obtain  cigarettes  despite  a  State  law.  In  the  1987 
"National  Adolescent  Stiident  Healtii  Survey"  of  1100  stiidents,  73  percent  of  tiie  8tii  and  10th 
graders  said  it  was  very  easy  to  buy;  13  percent  said  its  fairly  easy.  Also  in  1987,  90  percent 
of  a  sample  of  New  Jersey  high  school  students  who  smoked  said  they  could  always  or  nearly 
always  buy  cigarettes. 

METHODOLOGY 

Data  collection  was  performed  in  three  stages.  Initially,  the  study  team  interviewed  each  State 
health  and  law  enforcement  agency  where  access  laws  exist  to  document  enforcement  activity. 
Interviews  were  conducted  with  a  person  designated  in  each  State  as  tiie  tobacco  contact 
person  in  response  to  a  request  from  the  Association  of  State  and  Territorial  Healdi  Officials. 
This  tobacco  contact  person  described  his/her  awareness  of  enforcement  activities  as  well  as 
perceived  problems  with  enforcement.  The  law  enforcement  official  contacted  was  the 
State-designated  National  Crime  Information  Center  (NCIC)  contact,  who  was  asked  to 
provide  statistics  on  the  enforcement  of  these  State  statutes. 

In  the  second  stage  of  the  inspection  the  team  studied  specific  State  and  local  enforcement 
efforts.  An  extensive  literature  review  and  contact  with  State  officials,  experts  and  academics 
in  the  youth  smoking  field  indicated  10  local  areas  and  one  State,  Florida,  where  enforcement 
was  actively  occurring.  Individual  communities  actively  enforcing  youth  access  laws  are 
located  in  California,  Illinois,  Massachusetts,  Michigan,  Minnesota,  New  York,  Pennsylvania, 
Utah  and  Washington.  In-person  and  telephone  interviews,  using  open-ended  discussion 
guides,  were  utilized  to  study  these  specif  enforcement  efforts. 

In  the  third  stage,  OIG  staff  assessed  the  public's  knowledge  and  awareness  of  laws 
prohibiting  the  sale  of  cigarettes  to  minors.  A  questionnaire  was  developed,  and  almost  1200 
interviews  in  urban  and  suburban  settings  were  completed  during  April.  The  interviews  took 
place  in  over  300  communities  in  eighteen  States:  California,  Connecticut,  Colorado,  Georgia, 
Illinois,  Kansas,  Maryland,  Massachusetts,  Missouri,  New  Jersey,  New  York,  Ohio, 
Pennsylvania,  Texas,  Vermont,  Virginia,  Washington  and  ^consin.  The  subjects  interviewed 
included  295  vendors,  322  stiidents  and  561  other  adults.  These  adults  included  112  school 
officials,  95  law  enforcement  officials,  87  public  health  officials  and  250  parents.  The  number 
of  respondents  varies  by  each  question. 
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FINDINGS 


Youth  Access  Laws  Are  Not  Being  Enforced,  and  Children  Can  Easily  Buy 
Cigarettes. 

State  officials  report  that  laws  are  not  being  enforced. 

Two-thirds  of  State  health  department  officials  indicate  that  there  is  virtually  no  enforcement 
of  their  State  law;  another  fifth  say  it  is  minimal. 

Nearly  half  of  the  State  health  officials  believe  the  law  is  not  being  enforced  because  it  is  not  a 
priority.  "People  don't  get  excited  about  tobacco,"  explained  one  health  official.  The  general 
sentiment  is  captured  in  another  official's  response  that  "people  feel  [that]  there  are  more 
important  issues  that  must  be  enforced."  Other  State  health  officials  cite  both  a  lack  of 
funding  and  difficulty  in  enforcing  the  law  as  reasons  for  nonenforcement 

State-level  police  data  also  confirm  the  minimal  level  of  enforcement.  The  majority  of  NCIC 
control  agencies  contacted  could  not  provide  actual  numbers  on  violations  and  enforcement. 
Of  the  44  States  with  laws  prohibiting  the  sale  of  cigarettes  to  minors,  only  five  could  provide 
any  statistical  information  on  vendor  violations: 


A  notable  area  of  statistical  accomplishment  is  Utah  which  in  1989  issued  4476  violations  to 
minOTs  for  purchasing  and/or  possessing  tobacco. 

Law  enforcement  officials  in  the  remaining  States  report  that  municipalities  are  either  not 
required  to  report  such  minor  offenses,  or  that  all  such  offenses  are  lunq)ed  together  in  a 
miscellaneous  category  and  cannot  be  accessed  separately. 

Discussions  with  local  law  enforcement  officials  further  confirm  the  impression  that  little  is 
being  done.  More  than  three-quarters  interviewed  from  78  communities  around  the  country 
do  not  think  youth  access  laws  are  being  enforced  in  their  communities.  In  fact,  76  of  89 
(85%)  report  that  they  do  not  know  of  anyone  ever  being  caught  breaking  this  law. 

Local  public  health  officials  agree.  More  than  two-thirds  interviewed  believe  the  law  is  not 
being  enforced  in  their  local  area;  64  of  73  respondents  (88%)  do  not  know  of  anyone  ever 
being  caught  under  this  law. 


STATE 
Alaska 


1989  VENDOR  VIOLATIONS 


8 

0 

16 

8 

0 


Connecticut 
Florida 
New  York 
Vermont 
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Community  respondents  also  note  lack  of  enforcement 

More  than  three-quarters  of  respondents  in  the  community  also  say  youth  access  laws  are  not 
being  enforced.  This  includes  246  of  320  student  respondents  (77%)  and  429  of  559  adults 
(77%)  including  law  enforcement  officials.  Half  of  the  vendors  surveyed  agree. 

Respondents  in  the  community  also  do  not  know  anyone  who  has  ever  been  caught  selling 
cigarettes  to  minors;  206  of  255'student  respondents  (81%)  and  421  of  488  adult  respondents 
(86%)  do  not  know^yone  who  has  ever  been  caught.  The  majority  of  vendors,  227  of  268 
(85%),  are  likewise  unaware  of  anyone  ever  being  caught. 

Respondents  also  say  children  can  easily  buy  cigarettes  in  their  community.  The  majority  of 
adult  and  student  respondents,  477  of  560  aduUs  (84%)  and  269  of  319  smdents  (84%), 
consider  it  easy.  Of  159  children  who  say  they  have  smoked,  139  (87%)  claim  that  it  is  easy 
to  buy  cigarettes.  About  two-thirds  of  the  vendors  agree. 

Despite  easy  access  and  lack  of  enforcement,  most  respondents  are,  nevertheless,  aware  of  the 
youth  access  law  in  their  State.  Three-quarters  of  students  know  of  these  laws.  Similarly,  479 
of  552  responding  adults  (86%),  including  90  of  94  law  enforcement  officials  (96%),  are 
aware  of  them.  Most  store  clerks,  managers  and  owners,  266  of  292  (91%),  know  it  is  illegal 
to  sell  cigarettes  to  minors.  When  asked  how  they  became  aware  of  these  laws,  vendors  most 
often  mentioned  that  it  is  common  knowledge,  while  others  report  that  their  en:q)loyer 
informed  them. 


Lack  of  enforcement  is  due  to  apathy. 

Overall,  both  adults  and  vendors  suggest  apathy  as  the  major  reason  why  these  laws  are  not 
being  enforced.  Of  the  429  adult  respondents  who  believe  the  law  is  not  enforced,  97  (23%) 
believe  that  the  law  is  not  a  priority  with  the  police  or  limited  resources  for  enforcement  exist 
Ninety-five  (22%)  say  the  law  is  not  a  community  priority  and  no  one  really  cares  about  it. 
Ninety-three  (22%)  blame  vendors  for  not  caring  who  they  sell  to  and  just  wanting  the  profits 
fiom  sales.  Only  17  aduh  respondents  (4%)  blame  a  lack  of  awareness  of  the  law. 

Vendors  generally  agree  with  adult  respondents.  Of  the  145  vendor  respondents  who  believe 
the  law  is  not  enforced,  30  (21%)  say  tfiat  vendors  in  general  do  not  care  who  they  sell  to  and 
find  it  inconvenient  to  check  identification.  Thirty  (21%)  believe  that  the  police  are  too  busy 
to  enforce  the  law  and  28  (19%)  suggest  public  apathy. 

Other  respondents  in  the  community  attribute  nonenforcement  to,  as  one  respondent  noted,  "a 
lack  of  political  pressure  to  have  police  or  anyone  else  enforce  it."  Others  believe  that  teens 
would  get  cigarettes  anyway,  especially  from  vending  machines,  and  that  the  law  is  too 
difficult  to  enforce. 


Ill 


The  majority  of  experts  in  the  youth  smoking  field  and  officials  in  the  communities  taking 
local  initiative  believe  these  laws  are  a  low  police  priority.  "The  police  don't  acknowledge  it 
as  a  problem,"  one  respondent  explained.  As  one  local  official  noted,  "Local  cops  have  more 
than  they  can  handle.  They  don't  have  time  for  this  law."  One  expert  commented  that 
"enforcement  is  not  occurring  because  the  community  is  not  making  a  fuss  about  it."  Others 
cite  a  lack  of  leadership  and  the  absence  of  an  identifiable  person  or  agency  responsible  for 
enforcement. 

The  majority  of  the  law  enforcement  officials  confirm  that  it  is  not  a  priority  and  say  they 
have  more  important  issues  to  address.  As  one  officer  notes,  "The  law  is  not  important 
enough  to  have  officers  using  their  time  to  enforce  it."  Local  law  enforcement  agencies  also 
mention  reluctance  to  take  these  cases  into  the  congested  court  systems,  noting  that 
prosecution  of  criminal  laws  is  not  only  time  consuming  but  cosdy. 


Areas  of  Active  Enforcement  Are  Few;  They  Rely  on  Local  Leadership. 

Local  leadership  exists  in  nearly  all  active  enforcement  areas. 

Eleven  active  enforcement  initiatives  were  identified  and  contacted;  all  but  one  (Florida)  were 
local  initiatives  supported  by  the  community.  These  areas  include: 


Solano  County,  CA  Woodridge,  IL 

Brookline,  MA  Leominster,  MA 

Marquette  County,  MI  Minneapolis,  MN 

White  Bear  Lake,  MN  Allentown,  PA 

Layton,  UT  King  County,  WA 


In  eight  of  these  areas,  local  laws  have  been  established  and  are  being  enforced,  while  in  the 
remaining  three  the  State  law  is  being  enforced. 

In  some  States,  these  active  communities  have  served  as  examples  for  other  municipalities 
which  have  now  also  adopted  similar  enforcement  policies.  There  may  be  more  than  one 
active  town  in  each  area;  however,  interviews  were  held  only  with  those  who  first  became 
active. 


Generally,  these  enforcement  initiatives  have  resulted  fi-om  community  concern  and  local 
leadership.  In  Woodridge,  a  local  junior  high  school  principal  became  concerned  when  a 
young  student  was  seen  purchasing  cigarettes  in  a  nearby  store,  and  asked  the  youth  officer 
from  the  local  police  department  if  it  was  illegal.  After  some  research,  the  officer  discovered 
it  was,  in  fact,  illegal.  The  officer  then  helped  write  a  town  ordinance  prohibiting  sale  to 
minors  and  possession  by  minors.  In  the  last  year,  three  vendors'  licenses  have  been 
suspended  and  over  30  minors  have  been  ticketed.  Many  surrounding  towns  followed  his  lead 
and  adopted  similar  local  ordinances. 
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In  Massachusetts,  in  response  to  an  apparent  lack  of  enforcement  of  the  youth  access  law,  the 
State  Health  Department  asked  local  health  departments  to  take  on  the  responsibility.  So  far, 
two  have  accepted  and  are  issuing  tickets  to  violators.  Both  towns  have  adopted  the  State  law 
as  a  local  public  health  law,  thus  allowing  enforcement  by  local  health  inspectors. 

Information  obtained  at  a  smoking  conference  showing  that  nine  percent  of  seventh  graders 
smoke  motivated  the  Allentown  Health  Department  to  look  into  enforcement  of  the  State's 
law.  In  its  first  test  of  the  law,  it  found  that  all  15  of  its  15  test  stores  sold  cigarettes  to  minors. 

In  Solano  County  Califomia,  the  Cancer  Control  Program,  concerned  about  the  public  health 
effect  of  teens  smoking,  encouraged  three  local  police  departments  to  enforce  the  State's  law. 
These  efforts  resulted  in  31  arrests. 


Active  Enforcement  Involves  a  Variety  of  Techniques,  Primarily  Administrative 
in  Nature. 

Among  the  most  commonly  used  techniques  are  licensing,  fines,  stings,  restrictions  on 
vending  machines,  and  warning  signs. 

Licensing  appears  to  be  an  effective  tool  in  enforcing  youth  access  laws. 

Of  the  eleven  active  programs  contacted,  eight  provide  for  revocation  or  suspension  of  the 
vendor's  license  following  a  prescribed  number  of  violations.  While  all  States  license  the 
production,  distribution  or  sale  of  tobacco,  only  31  license  vendors;  the  remaining  States 
license  the  wholesaler  or  the  distributor.  The  source  of  these  licenses  varies;  some  are  issued 
locally  and  others  are  issued  by  the  State.  Suspending  a  vendor's  right  to  sell  cigarettes  for  a 
period  of  time  has  greater  impact  than  a  fine,  according  to  active  enforcers.  Since  sales  can 
account  for  hundreds  of  dollars  of  a  store's  daily  intake,  a  minor  monetary  fine,  in  contrast,  is 
relatively  painless  to  pay.  Also,  a  vendor  who  is  forced  to  turn  customers  away  may  lose 
customers.  Officials  in  these  communities  agree  that  a  license  revocation  penalty  causes 
vendors  to  obey  the  law.  They  point  to  the  virtually  self-enforcing  alcohol  laws  as  models. 

Three  types  of  license  revocation  were  identified  in  the  active  communities.  In  Florida,  the 
law  prohibiting  the  sale  of  tobacco  to  minors  is  enforced  by  the  Division  of  Alcoholic 
Beverages  and  Tobacco.  Vendors  who  violate  cigarette  access  laws  can  and  do  have  their 
license  to  sell  alcohol  suspended.  This  occurred  16  times  last  year.  In  Brookline  and 
Leominster,  where  the  law  is  enforced  by  the  local  health  department,  vendors  lose  their  food 
licenses.  The  first  license  was  suspended  recendy.  In  the  remaining  sites,  tobacco  licenses 
issued  locally  to  vendors  are  revoked  when  misused.  In  all  three  cases,  suspensions  are  for  a 
period  of  days  for  the  first  offense  and  longer  for  each  added  offense.  One  active  enforcer 
stressed  the  inq)ortance  of  making  these  punishments  reasonable.  "If  you  make  it  too  severe, 
you'll  lose  that  crucial  community  support" 
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License  fees  vary  greatly  and  can  be  used  in  many  ways.  Fees  charged  for  these  vendor 
licenses  range  from  $5  for  3  years  in  Marquette  County,  MI  to  $210  for  3  years  in  King 
County,  WA.  In  some  areas  (King  County  and  Florida)  fees  are  earmarked  to  pay  for 
enforcement,  while  in  others  (Brookline)  they  fund  tobacco  and  health  education  programs. 

Civil  fines  work  better  than  criminal  penalties. 

While  criminal  offenses  must  work  their  way  through  the  criminal  justice  system,  civil 
offenses  are  generally  handled  administratively.  Seen  as  a  viable  alternative  in  the 
enforcement  of  youth  access  laws,  they  are  used  in  six  of  the  eleven  active  communities. 
Civil  penalties  expedite  enforcement  through  the  use  of  non-traditional  enforcement  officials 
(i.e.,  health  inspectors,  licensing  inspectors,  etc.),  and  avoid  needlessly  clogging  the  criminal 
justice  system.  In  Minnesota,  the  penalty  for  selling  to  a  minor  is  a  gross  misdemeanor,  which 
if  enforced,  could  mean  jail  for  the  clerks  who  sell.  However,  when  three  clerks  in  Ramsey 
were  arrested  for  selling  to  minors,  there  was  a  public  outcry  for  more  lenient  penalties. 
Minneapolis  thus  chose  to  punish  violators  civilly,  going  after  the  owner's  license  rather  than 
the  clerk. 

In  Florida,  the  access  laws  are  criminal  and  violators  must  appear  in  court  Criminal  court 
judges,  however,  feel  strongly  that  these  violators  should  not  be  burdened  with  a  criminal 
record  for  such  a  common  offense.  The  judges  issue  fines,  but  the  violators  are  not 
adjudicated  as  guilty  and,  therefore,  avoid  criminal  records.  In  some  California  criminal 
courts,  judges  have  suspended  sentences  and  have  only  issued  fines.  They  also  believe  that 
criminal  penalties  do  not  fit  this  crime. 

In  Leominster  and  Brookline,  sanitarians  and  public  health  officials  issue  tickets  on  which  the 
fines  are  outlined  Cases  are  handled  entirely  by  the  health  department;  the  police  are  not 
involved. 

Overall,  civil  penalties  are  well  received  by  active  communities.  When  asked  why  other  State 
youth  access  laws  are  generally  not  enforced,  a  majority  of  active  community  respondents 
believe  it  is  because  it  is  not  a  police  priority;  some  blame  public  apathy.  They  feel  that 
people,  while  not  wanting  children  to  purchase  cigarettes,  believe  that  police  should  be 
concentrating  on  more  important  issues,  like  illegal  drugs  and  rape. 

Police  involved  in  actively  enforcing  these  laws  believe  that  the  laws  should  be  civil  as 
opposed  to  criminal  and  would  be  more  appropriately  enforced  by  health  departments  and 
licensing  officials.  One  of  the  more  successful  police  enforcers  stated,  "The  police  department 
should  not  enforce  this  law.  Citizens  would  argue  there's  not  enough  manpower.  The  health 
department  is  a  more  appropriate  arm  because  it  is  not  an  offensive  crime.  It  is  a  health  issue  - 
an  administrative  issue." 
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Stings  are  most  often  recommended  as  an  enforcement  technique  by  active  communities. 

A  sting  is  conducted  under  the  supervision  of  an  enforcing  agency  which  attempts  to  have  a 
teenager  purchase  cigarettes  from  a  vendor.  All  but  two  of  the  active  localities  use  stings.  In 
some  cases,  teenagers  are  paid  by  the  agency  running  the  sting  and  are  considered  special 
agents.  Recruited  from  schools,  advocacy  programs,  or  police  cadet  programs,  they  are 
chosen  because  they  look  young  and  are  warned  not  to  lie  about  their  age  if  asked,  to  avoid 
charges  of  entrapment  In  some  areas  of  Florida,  the  children  are  taken  before  a  judge  prior  to 
the  sting  to  assure  that  tiiey  look  underage.  In  some  communities,  like  Woodridge,  a 
plainclothes  officer  enters  the  store  before  the  child  and  pretends  to  be  shopping  so  the 
purchase  can  be  wimessed.  Although  the  Woodridge  law  does  not  require  that  the  officer 
wimess  the  sale,  police  feel  it  adds  to  the  validity  of  the  charges.  Woodridge  estimates  that 
quarterly  stings  of  all  34  of  its  local  tobacco  vendors  can  be  completed  in  just  4  hours  by  one 
officer.  In  addition  to  running  quarterly  stings,  Woodridge  also  follows  up  on  complaints 
from  the  community  with  additional  stings. 

Several  active  communities  noted  that  stings  by  researchers  and  activists  eventually  led  to 
community  involvement.  In  California,  the  Solano  County  Cancer  Prevention  Program 
conducted  the  initial  stings  to  see  if  there  was  a  problem,  not  to  catch  violators.  This  led  to 
stings  by  police  with  violators  being  punished.  Likewise,  in  Woodridge,  DePaul  University 
researchers  performed  several  stings  to  alert  the  town  council  to  the  existence  of  the  problem, 
which  led  to  the  creation  of  the  local  ordinance. 

When  asked  for  suggestions  as  to  how  youth  access  laws  could  be  enforced,  the  use  of  stings 
was  the  answer  given  repeatedly,  with  one  respondent  stating  that,  "Stings  are  vital  to 
enforcement."  Additionally,  active  enforcers  generally  believe  that  stings  should  be  done 
regularly  as  opposed  to  being  done  only  in  response  to  a  complaint  Another  active  enforcer 
said,  "Stings  are  the  only  way  to  enforce.  Complaints  are  not  enough;  no  one  complains. 
There  is  no  alternative  to  stings." 


The  accessibility  of  vending  machines  is  addressed  when  designing  successful  youth  access 
laws. 

Vending  machines  are  estimated  by  a  National  Automatic  Merchandising  Association  study  to 
account  for  16  percent  of  illegal  cigarette  sales  to  minors,  and  the  younger  children  are,  the 
more  likely  they  are  to  purchase  from  a  machine.  Enforcement  experts  agree  that  effective 
youth  access  legislation  should  deal  with  vending  machines.  Currently,  51  percent  of  State 
health  department  officials  report  that  they  have  no  policy  concerning  vending  machines,  and 
another  33  percent  say  they  merely  require  a  warning  sign  to  be  posted  on  the  machine.  In 
contrast,  seven  of  the  eleven  active  communities  deal  with  vending  machines  with  total  bans, 
locking  devices  or  limited  placement  requirements. 
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Limited  placement  allows  for  vending  machines  in  places  that  do  not  normally  allow  children 
anyway  (i.e.,  bars,  offices  or  factories).  Currently,  only  6  percent  of  State  health  departments 
interviewed  repon  that  their  youth  access  laws  limit  die  placement  of  vending  machines,  but 
half  suggest  limiting  placement. 

Locking  devices  require  the  installation  of  a  relatively  inexpensive  device  that  inactivates  the 
machine  until  a  clerk  triggers  the  power,  thus  allowing  the  clerk  to  check  the  age  of  the 
purchaser.  Utah  experimented  with  locking  devices  recendy  with  limited  success. 
Reportedly,  clerks  would  simply  activate  the  machine  without  checking  the  age  of  the 
purchaser.  Since  locking  devices  require  employee  participation,  they  are  often  not  as 
effective  in  busy  places,  such  as  bars  or  restaurants,  where  employees  are  more  likely  to 
simply  activate  the  machine. 

Sixteen  municipalities  in  Minnesota  recentiy  banned  cigarette  vending  machines  entirely. 
These  bans  have  generally  been  well  received  and  are  expected  to  lead  to  stricter  enforcement 
of  over-the-counter  sales.  The  remaining  42  percent  of  State  health  department  officials  say 
that  total  bans  are  the  only  way  to  prevent  teens  from  using  vending  machines. 

Warning  signs  remind  both  clerks  and  customers  that  sale  to  minors  is  illegal. 

Currcntiy,  seven  of  the  eleven  active  communities  require  vendors  to  post  signs  at  the  point  of 
sale  stating  that  it  is  illegal  to  sell  to  minors.  Similarly,  55  percent  of  State  health  departments 
say  vendors  in  their  States  are  required  to  post  warning  signs.  Jn  Massachusetts,  vendors  must 
place  these  signs  in  such  a  way  that  they  face  the  clerk  as  a  constant  reminder.  In  Utah, 
innovative  designs  and  neon  colors  have  been  used  to  make  signs  distributed  by  local  healdi 
departments  more  noticeable.  In  addition  to  signs,  Woodridge  clerks  wear  buttons  reminding 
customers  of  the  new  ordinance.  While  enforcement  experts  stress  that  signs  alone  are  not 
enough  to  stop  illegal  sales,  they  are  a  constant  reminder  to  both  children  and  employees. 

Experts  believe  that  making  tobacco  laws  similar  to  alcohol  laws  would  be  an  effective 
enforcement  mechanism. 

Enforcement  in  Florida,  conducted  by  the  Division  of  Alcoholic  Beverages  and  Tobacco,  is 
the  same  for  alcohol  and  tobacco  sales  to  minors,  although  ages  differ  (21  and  18, 
respectively).  Three  other  States  with  similar  alcohol/tobacco  control  agencies  are  not 
actively  enforcing  tobacco  access  laws,  although  they  have  the  authority.  At  least  two  alcohol 
control  agencies  (ME,  WA)  report  that  their  State  legislatures  are  considering  authorizing 
them  to  enforce  existing  tobacco  access  laws.  Sixty  p^cent  of  State  healtii  department 
respondents  believe  that  the  alcohol  enforcement  model  would  work  for  tobacco,  and  point  to 
the  license  revocation  provision  in  particular.  Those  who  feel  that  the  alcohol  enforcement 
model  would  not  work  for  cigarettes  cite  tiie  extremely  high  number  of  tobacco  vendors, 
which  far  exceeds  the  number  of  alcohol  vendors. 
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Those  proposing  new  youth  access  legislation  are  cautioned  not  to  preempt  any  already 
existing  local  activity. 

Officials  in  charge  of  active  enforcement  initiatives  based  on  locally  enacted  ordinances 
caution  that  State  laws  should  not  preempt  stronger  local  legislation.  As  a  case  in  point, 
California  recently  passed  a  State  law  which  precludes  municipalities  from  enacting  tobacco 
control  laws. 


Opinions  vary  as  to  whether  or  not  to  make  it  illegal  for  minors  to  possess  cigarettes. 

In  five  of  the  eleven  sites  contacted,  it  is  illegal  for  a  child  to  possess  cigarettes.  Enforcement 
experts  believe  this  makes  enforcement  easier,  serves  as  an  additional  deterrent  and  gives  the 
vendor  leverage  when  refusing  to  sell  to  minors.  Penalties  for  youth  violators  range  from  5 
hours  of  community  service  to  a  $50  fine.  In  two  areas  enforcement  is  directed  at  the  minor  as 
opposed  to  the  vendor:  ticketing  teens  and  suspending  them  from  school  and  extra-cunicular 
activities  for  possessing  cigarettes  is  central  to  Utah's  approach;  White  Bear  Lake,  MN  brings 
them  to  the  police  station  when  caught  in  possession  of  cigarettes.  California  notes  that 
caution  must  be  used  when  performing  stings  in  communities  where  possession  or  purchase  is 
illegal.  These  minors  must  either  be  police  agents  or  have  special  police  permission. 
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MODEL  SALE  OF  TOBACCO  PRODUCTS  TO  MINORS  CONTROL  ACT 

A  Model  Law  Recommended  for  Adoption 
by  States  or  Localities 
to  Prevent  the  Sale  of  Tobacco  Products  to  Minors 

U.S.  Department  of  Health  and  Human  Services 
May  24,  1990 

Intrp^WtiQn 

The  great  majority  of  states  prohibit  sale  of  tobacco  products  to  minors.  Yet  over  one 
million  teenagers  start  smoking  each  year,  and  minors  buy  about  one  billion  packs  of 
cigarettes  each  year.  Because  nicotine  is  an  addicting  drug,  a  minor  who  starts  smoking 
is  likely  to  be  a  lifelong  customer--and  one  in  four  will  die  prematurely  of  lung  cancer  or 
other  smoking-related  disease.  Illegal  tobacco  sales  dwarf  illegal  alcohol  and  hard  drug 
sales  to  minors,  and  the  resulting  mortality  is  many  times  greater--390,000  deaths  a  year. 
These  are  preventable  deaths,  and  many  of  them  occur  because  youth  can  obtain 
tobacco  products  with  ease.  Over  eighty  percent  of  teenagers  correctly  believe  that  it  is 
very  easy  for  them  to  buy  cigarettes. 

Access  of  minors  to  tobacco  is  a  major  problem  in  every  state  of  the  nation.  About 
three-fourths  of  the  million  outlets  which  sell  cigarettes  to  adults  also  sell  cigarettes  to 
minors.  These  stores  ignore  the  laws  of  their  states  because  enforcement  is  almost  non- 
existent. Many  retailers  are  even  unaware  that  such  sales  are  illegal.  Yet  there  are 
straightforward  enforcement  approaches  which  can  eliminate  almost  all  sales  to  minors 
while  yielding  revenues  to  cover  the  cost  of  enforcement.  Teenage  smoking  can  be 
greatly  reduced  without  disruption  either  to  governments  or  to  sales  to  adults. 

Data  on  the  nature  and  extent  of  the  enforcement  problem,  and  information  on 
successful  community  efforts  to  prevent  illegal  sale  of  tobacco  products  to  youth,  are 
presented  in  the  report  of  the  Office  of  the  Inspector  General  titled  "Youth  Access  to 
Cigarettes,"  dated  May,  1990.  Additional  information  on  this  issue  can  be  obtained  from 
the  Office  on  Smoking  and  Health,  within  the  Centers  for  Disease  Control  of  the  Public 
Health  Service. 

The  Department  of  Health  and  Human  Services  has  reviewed  options  for  improving 
enforcement.  The  approach  we  have  developed  is  embodied  in  a  draft  model  law.  We 
recommend  that  each  of  the  50  states  enact  this  model.  No  state  now  uses  all  of  the 
tools  needed  to  make  enforcement  effective.  In  states  which  are  not  immediately  willing 
to  adopt  the  model  law,  counties  and  cities  can  enact  most  features  by  ordinance  and 
prevent  children's  access  to  tobacco  products. 

No  enforcement  scheme  is  perfect.  Many  of  those  who  are  already  addicted  will  find 
ways  to  get  tobacco  to  meet  their  craving  for  nicotine.  But  for  most  teenagers,  easy 
access  to  tobacco  products  and  addiction  can  be  eliminated.  For  others,  reductions  in 
frequency  and  numbers  of  cigarettes  smoked  will  decrease  the  likelihood  of  becoming 
long-term  smokers. 

Summary  of  the  Model  Law 

The  model  law  has  several  key  features.  These  are  summarized  below  and  discussed 
further  in  the  section-by-section  analysis.  Some  of  these  features  can  and  should  be 
modified  by  each  state  to  reflect  its  internal  organization  and  processes.  But  the 
underlying  approaches,  however  implemented,  are  key  to  effective  enforcement.  The 
model  law  would: 

o  Create  a  licensing  system,  similar  to  that  which  is  used  to  control  the  sale  of 
alcoholic  beverages,  under  which  a  store  may  sell  tobacco  to  adults  only  if  it 
avoids  making  sales  to  minors.  Signs  stating  that  sales  to  minors  are  illegal  would 
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be  required  at  all  points  of  sale. 

o  Set  forth  a  graduated  schedule  of  penalties-monetary  fines  and  hcense 
suspensions~for  illegal  sales  so  that  owners  and  employees  face  punishment 
proportionate  to  their  violation  of  the  law.  Penalties  would  be  fixed  and  credible. 
Those  who  comply  would  pay  only  a  license  fee. 

o  Provide  separate  penalties  for  failure  to  post  a  sign,  and  higher  penalties  for 
sales  without  a  license. 

o  Place  primary  responsibiUty  for  investigation  and  enforcement  in  a  designated 
state  agency,  and  exclusive  authority  for  license  suspension  and  revocation  in  that 
agency,  but  allow  local  law  enforcement  and  public  health  officials  to  investigate 
compUance  and  present  evidence  to  the  state  agency  or  file  complaints  in  local 
courts. 

o  Rely  primarily  on  state-administered  civil  penalties  to  avoid  the  time  delays 
and  costs  of  the  court  system,  but  allow  use  of  local  courts  to  assess  fines,  similar 
to  traffic  enforcement.  This  would  provide  flexibility  to  both  state  and  local 
authorities  to  target  enforcement  resources.  (An  illegal  sale  could  not  result  m 
two  fines,  but  a  local  conviction  would  be  reported  to  the  state  and  count  towards 
possible  license  suspension). 

o  Set  the  age  of  legal  purchase  at  19.  This  is  higher  than  under  many  existing 
state  tobacco  statutes,  but  lower  than  the  age  for  alcohol.  States  may  wish  to 
consider  age  21,  because  addiction  often  begins  at  ages  19  and  20,  but  rarely 
thereafter. 

o  Ban  the  use  of  vending  machines  to  dispense  cigarettes,  parallel  to  alcohol 
practice  and  reflecting  the  difficulty  of  preventing  illegal  sales  from  these 
machines.  (This  is  another  area  where  states  should  examine  options  carefully; 
allowing  sales  in  places  not  legally  open  to  minors,  or  use  of  store-controlled 
electronic  enabling  devices,  may  be  acceptable  alternatives.  States  could  also 
consider  phasing  of  the  ban  to  minimize  disruption.) 

o  Contain  a  number  of  features  to  minimize  burdens  on  retail  outlets:  requiring 
identification  only  for  those  who  are  not  clearly  above  the  age  of  21,  allowing  a 
driver's  Ucense  as  proof  of  age,  setting  a  nominal  penalty  for  the  first  violation, 
disregarding  one  accidental  violation  if  effective  controls  are  in  place,  having  the 
state  provide  required  signs,  and  setting  license  fees  lower  for  outlets  with  small 
sales  volume. 

fhe  model  law  does  not  explicitly  address  several  topics,  including  possession  of  tobacco 
jy  minors,  earmarking  revenues  for  enforcement,  allowing  local  ordinances  to  be 
tronger  than  the  state  law,  and  authorizing  use  of  minors  in  "sting"  operations  to  detect 
iolations.  This  does  not  mean  that  states  should  not  consider  including  such  provisions, 
s  discussed  further  below,  but  that  we  did  not  beUeve  them  necessary  or  appropriate 
rithin  the  statute.  For  example,  use  of  stings  will  be  vital  to  effective  enforcement  of 
lis  law,  but  like  other  investigative  procedures  need  not  be  detailed  in  statute. 
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In  summary,  the  model  law  attempts  to  create  workable  procedures  which  will  provide 
retail  outlets  the  incentive  and  tools  to  refuse  to  sell  to  minors,  as  already  required  by 
law  in  ahnost  all  states.  Stores  which  comply  will  have  no  burden  other  than  a  licensing 
fee  and,  in  some  cases,  replacement  of  vending  machine  by  over-the-counter  sales. 
Compliance  by  responsible  stores,  which  would  quickly  become  the  great  majority,  will 
enable  state  and  local  authorities  to  concentrate  enforcement  efforts  on  a  small  number 
of  recalcitrant  outlets.  The  few  stores  which  are  unable  or  unwilling  to  prevent  sales  to 
minors  may  elect  to  stop  carrying  tobacco  products,  or  will  lose  the  license  to  sell 
tobacco  products.  Adults  will  continue  to  be  able  to  buy  cigarettes  and  other  tobacco 
products  at  a  wide  range  of  outlets. 

Ultimately,  the  effectiveness  of  this  legislation  depends  on  the  willingness  of  concerned 
citizens  to  report  violations  to  authorities  who  are  responsible  for  taking  investigatory 
and,  if  necessary,  enforcement  action.  We  are  sure  that  enough  citizens  are  concerned; 
the  model  law  simply  provides  an  effective  and  efficient  system  to  handle  their 
complaints,  filling  voids  in  almost  all  state  enforcement  schemes.  Indeed,  merely  putting 
an  effective  enforcement  mechanism  in  place  is  the  single  most  important  reform.  The 
better  the  mechanism,  the  less  likely  it  will  have  to  be  used. 

Section-bv-Section  Analysis 

Section  1  states  the  title  of  the  bill,  here  suggested  as  "Sale  of  Tobacco  Products  to 
Minors  Control  Act." 

Section  2  presents  appropriate  findings  of  fact.  Most  important,  in  this  context,  are  that 
tobacco  products  are  addicting,  that  addiction  almost  always  starts  in  teenage  years,  and 
that  smoking  causes  death  on  a  large  scale.  States  exploring  these  issues  may  wish  to  ' 
consult  recent  reports  of  the  Surgeon  General,  which  summarize  and  synthesize  the  large 
body  of  knowledge  extant. 

Section  3  establishes  a  state  "Office  of  Tobacco  Control"  and  the  key  powers  of  that 
office.  Whether  that  office  would  best  be  located  in  the  Department  of  Health  or  the 
state  alcohol  sales  licensing  agency,  or  estabUshed  as  an  independent  agency,  is  uniquely 
a  matter  for  state-specific  decision- 
Two  key  provisions  of  section  3  require  the  Office  to  operate  a  licensing  system  and  to 
prepare  and  distribute  to  licensed  outlets  signs  concerning  sales  to  minors.  Requiring  a 
license  for  sale  of  tobacco  products  conditions  the  privilege  of  sale  on  compliance  with 
the  law.  Later  in  the  bill  heavy  penalties  are  provided  for  any  sales  (or  free 
distribution)  to  any  persons  without  such  a  license.  Failure  of  licensed  outlets  to  prevent 
sale  to  minors  leads  to  financial  penalties  and  revocation  of  the  license.  The  text  is 
worded  to  allow  licensing  mobile  vendors-it  is  not  the  purpose  of  the  law  to  harm  any 
small  businesses. 

The  state  agency  is  empowered  to  investigate  and  enforce  the  law.  The  investigative 
and  enforcement  techniques  are  not  specified  in  detail,  since  these  are  generally  routine 
and  well-established  administrative  functions.  However,  the  most  powerful  technique  for 
both  investigation  and  enforcement  will  in  most  circumstances  involve  testing  compliance 
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by  sending  underage  persons  to  stores  which  sell  tobacco  products-especially  those  have 
been  reported  for  illegal  sales.  A  request  to  purchase  cigarettes  is  then  made  and  the 
sale,  if  consummated,  provides  evidence  of  violation  of  the  statute.  Properly  designed 
and  supervised  by  state  or  local  officials,  such  testing  can  readily  and  inexpensively 
establish  whether  an  outlet  violates  the  law,  and  provide  the  basis  for  a  formal 
complaint  and  enforcement  decision.  States  and  communities  now  using  this  approach 
often  hire  teenagers  to  perform  this  function  as  temporary  employees,  to  provide 
insurance  protection  to  the  teenagers  and  assure  proper  supervision.  Depending  on 
other  law  (e.g.,  whether  possession  by  minors  is  illegal)  and  court  ruUngs,  some  states 
may  wish  to  authorize  this  approach  explicitly.  Tennessee  does  so  now. 

The  model  law  provides  that  local  officials  may  also  investigate  violations,  and  either 
assist  the  state  agency  by  bringing  evidence  before  it  or  bring  cases  directly  in  local 
courts.  Local  officials  in  some  cities  and  counties  will  have  the  resources  and  expertise 
to  contribute  significantly  to  enforcement.  Such  contributions  will  not  only  speed 
enforcement  directly,  but  allow  the  state  agency  to  allocate  its  resources  where  they  are 
most  needed.  In  general,  the  assumption  of  the  bill  is  that  there  will  be  substantial  state 
and  local  cooperation,  similar  to  the  kinds  of  arrangements  used  for  traffic  violations.  A 
varied  local  role  in  investigation  and  enforcement  N^dll  also  be  useful  in  identifying 
techniques  which  are  particularly  effective  within  each  state. 

The  license  fee  is  suggested  as  $300  for  most  stores  but  only  $50  for  stores  with  a 
volume  of  tobacco  sales  below  $5,000  a  year.  This  should  provide  enough  revenue  to 
make  enforcement  budget-neutral,  while  protecting  small  businesses  from  what  might  be 
perceived  as  an  onerous  cost  in  relation  to  sales.  Of  course,  enforcement  costs  will  not 
necessarily  vary  by  size  of  outlet  and  a  state  could  balance  these  considerations 
differently.  Regardless,  a  state  could  use  additional  distinctions  (e.g.,  by  size,  or  whether 
licensed  to  sell  alcoholic  beverages)  or  set  these  fees  higher  or  lower;  depending  on 
other  licensing  systems,  its  revenue  goals,  and  whether  it  wishes  the  tobacco  control 
system  to  be  fully  financed  through  hcense  fees.  We  have  not  suggested  earmarking 
revenues  to  accrue  directly  to  the  Tobacco  Control  agency  rather  than  the  general  ftind, 
but  some  states  might  wish  to  do  this. 

Section  4  requires  license  holders  to  display  the  license  and  sign  (section  7  provides  a 
monetary  penalty  for  failure  to  display  them).  A  visible  sign  provides  continuing  notice 
to  all  -sales  clerks,  underage  customers,  and  older  customers~as  to  the  law's 
requirements  and  the  store's  declared  willingness  to  comply.  The  sign  also  aids  clerks  in 
refiising  to  sell  to  underage  customers. 

Section  5  provides  that  both  licensees  and  their  employees  may  not  sell  or  give  tobacco 
products  to  individuals  known  to  be  under  the  legal  age,  or  to  individuals  who  are  not 
clearly  older  or  who  do  not  have  appropriate  proof  of  age  such  as  a  driver's  license.  It 
also  bans  entirely  sales  of  "broken  packs"  (cigarettes  are  sometimes  sold  one-by-one  to 
minors),  vending  machine  sales,  and  sales  other  than  at  licensed  outlets. 

Two  of  these  provisions  raise  significant  questions.  First,  why  age  19,  when  alcohol 
purchase  is  illegal  below  age  21  and  most  states  now  ban  tobacco  sales  at  age  18  or 
below?  To  the  significant  extent  that  tobacco,  like  alcohol,  has  been  an  adult  privilege 
to  which  many  teenagers  turn  at  the  first  legal  opportunity,  raising  the  age  will  postpone 
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such  exposure  until  the  adolescent  has  reached  an  age  at  which  mature  judgment  has  a 
better  chance  of  overcoming  the  intense  pressure  to  experiment  with  "adult"  behaviors. 
This  postponement  may  be  even  more  important  for  tobacco  than  for  alcohol,  since 
nicotine  is  rapidly  addicting.  Even  a  month  or  so  of  regular  smoking  is  likely  to  create  a 
lifelong  addiction  for  most  persons.  Also,  a  realistic  appraisal  must  concede  that  most 
teenagers  a  year  younger  than  the  legal  age  can  readily  obtain  tobacco  products  from 
friends  who  can  legally  purchase  them.  Thus,  an  age  18  limit  exposes  most  16  and  17 
year  old  youth  to  an  easily  exercised  temptation.  Only  if  the  age  limit  is  at  least  19  can 
the  state  be  confident  that  most  high  school  students  will  not  have  ready  access  to 
tobacco.  Of  course,  a  few  teenagers  will  be  able  to  obtain  such  products  from  family  or 
older  friends;  the  issue  here  is  ready  access  for  most  teenagers.  Fmally,  only  if  the  age 
limit  is  at  least  19  will  smoke-free  school  policies  be  fully  enforceable-nQ  students  will 
have  legal  access  to  tobacco  products.  States  are  encouraged  to  consider  age  21;  this 
will  parallel  alcohol  practice  and  also  protect  older  teenagers  during  years  in  which 
many  are  still  vulnerable. 

Second,  why  ban  vending  machine  sales?  The  basic  problem  with  these  sales  is  that 
they  do  not  require  human  intervention--the  active  participation  of  a  clerk  who  sells  the 
product  only  after  observing  or  checking  age.  Vending  machines  are  often  used  now  by 
adolescents,  and  vending  machines  will  nullify  otherwise  effective  action  preventing  over- 
the-counter  sales.  Sales  personnel  at  a  register  cannot  effectively  police  even  nearby 
machines  while  serving  other  customers.  Individual  states  may  wish  to  consider  two 
variations:  allowing  vending  machine  sales  in  places  which  minors  may  not  legally  enter 
at  all,  or  electronic  disabling  devices  which  require  positive  action  by  a  clerk  to  activate. 
However,  Utah  found  that  disabling  devices  were  ineffectual  in  practice.  Finally,  states 
could  consider  allowing  a  grace  period  for  elimination  of  these  machines  to  minimize 
disruption. 

Section  6  prohibits  unlicensed  sale  or  distribution  of  tobacco  products.  It  allows 
exceptions  for  distribution  by  relatives  or  friends  on  private  property  not  open  to  the 
public  (e.g.,  the  home)  and  for  wholesale  distribution.  Section  7  provides  for  a  fine  of 
up  to  $1,000,  and  imprisonment  of  up  to  30  days,  for  unlicensed  sale  or  distribution. 

Section  7  establishes  two  types  of  financial  penalties  for  violations  committed  at  licensed 
outlets-civil  money  penalties  and  fines.  These  financial  penalties  apply  both  to  license 
holders  and  sales  personnel.  Sales  personnel  are  subject  to  penalties  both  to  emphasize 
their  responsibility  under  the  law  and  to  protect  employers  against  the  carelessness  of 
employees.  Financial  penalties  rise  progressively  with  repeated  offenses,  and  are 
designed  to  avoid  penalizing  compliant  stores  for  truly  isolated  lapses  occurring  over 
wide  periods  of  time.  A  license  holder  may  also  avoid  one  penalty  in  any  two  year 
period  by  showing  that  an  effective  system  to  prevent  violations  is  in  place,  i.e.,  that  the 
sale  was  a  true  lapse.  The  suggested  penalty  for  a  first  offense  is  $100  and  no 
suspension;  the  fourth  violation  brings  a  $1,000  dollar  fine  and  a  9  to  18  month 
suspension  of  the  license.  In  effect,  law  abiding  stores  have  nothing  to  fear;  persistent 
offenders  will  lose  the  right  to  sell  tobacco  products  to  adults. 

The  Department  of  Health  and  Human  Services  has  found  that  use  of  civil  money 
penalties  assessed  through  administrative  law  judges  rather  than  the  courts  has  greatly 
improved  the  effectiveness  and  efficiency  of  enforcing  various  statutes  related  to  fraud 
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and  abuse.  The  capacity  of  the  Federal  criminal  justice  system  is  so  stretched  that 
without  the  alternative  of  civil  money  penalties,  many  "minor"  frauds  or  other  crimes 
simply  could  not  be  prosecuted.  States  face  similar  constraints.  Using  civil  money 
penalties  is  not  an  "either-or"  choice-under  existing  Federal  law,  both  civil  and  criminal 
remedies  are  available  and  the  choice  of  which  to  use  in  particular  cases  greatly 
facilitates  effective  enforcement.  The  advantage  of  this  added  tool  is  not  only  case- 
specific  but  systemic:  the  mere  existence  of  a  credible  and  workable  civil  money  penalty 
raises  the  potential  cost  of  statutory  violations,  and  thereby  deters  violations. 

Although  the  model  law  emphasizes  civil  money  penalties,  fines  are  authorized  as  well 
to  provide  an  enforcement  role  for  both  state  and  local  authorities  and  to  provide 
flexibility  of  approach.  For  any  particular  instance  of  noncompliance,  only  one  financial 
penalty  may  be  assessed.  Any  penalties  assessed  at  the  local  level  must  be  reported  to 
the  Tobacco  Control  agency  so  that  this  agency  can  accumulate  records  needed  for 
license  suspensions. 

Thus,  the  model  law  allows  the  following  kinds  of  flexibility: 

o  The  Tobacco  Control  agency  may  develop  a  backlog  of  cases  requiring 
hearings.  If  so,  it  may  bring  cases  before  a  local  court  seeking  fines  rather  than 
civil  money  penalties. 

o  A  particular  county  may  be  a  substantial  distance  away  fi'om  agency  offices  and 
this  may  inconvenience  retailers,  witnesses,  and  enforcement  personnel.  The 
agency  can  reduce  this  inconvenience  by  using  local  courts. 

o  Some  counties  may  have  both  investigator  staff  (e.g.,  county  health  officer)  and 
court  capacity  to  conduct  an  aggressive  enforcement  program,  beyond  the  capacity 
of  the  state  agency.  If  so,  these  counties  can  investigate  and  seek  fines  in  the 
local  courts.  This  will  simultaneously  improve  enforcement  in  these  counties  and 
free  up  state  resources  for  others. 

The  model  law  does  not  address  disposition  of  proceeds  from  either  civil  money 
penalties  or  fines.  Absent  specificity,  we  assume  that  in  most  states  the  former  would 
accrue  to  the  state  treasury  and  the  latter  to  county  or  city  treasuries.  This  provides  an 
additional  benefit  of  allowing  either  approach  to  enforcement:  cities  and  counties  can 
invest  in  enforcement  without  financizd  loss.  Of  course,  a  state  could  elect  to  earmark 
revenues  differently. 

Section  8  provides  for  license  suspension,  revocation,  and  nonrenewal.  Starting  with  the 
second  offense,  there  are  progressively  steeper  periods  of  suspension:  seven  days  for  the 
second  offense,  up  to  9  to  18  months  for  the  fourth  violation.  Section  8  also  provides 
for  suspension  of  licenses  for  all  outlets  of  a  chain  if  more  than  three  outlets  have 
violated  the  law  more  than  three  times  in  a  two  year  period.  This  provision  creates  a 
strong  incentive  for  retail  chains  to  ensure  compliance  by  all  of  their  outlets. 

Other  Matters.  The  model  law  does  not  prohibit  purchase  or  possession  of  tobacco 
products  by  minors.  Some  states  and  communities  already  prohibit  these  and  others 
may  wish  to  consider  this.  We  left  out  such  provisions  because  in  our  judgment  they 
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would  be  far  harder  to  enforce-and  of  less  relevance  to  preventing  widespread 
availability—than  prohibitions  on  sales.  Such  provisions  also  raise  such  issues  as  use  of 
minors  as  sales  clerks;  establishment  of  enforcement  procedures;  establishment  of 
penalties  (small  fines,  community  service,  or  attending  smoking  cessation  programs  are 
commonly  proposed);  and  possible  need  to  exempt  purchase  by  minors  in  supervised 
"sting"  operations.  Regardless,  any  underage  person  smoking  in  public  would  indicate  a 
potential  violation  of  the  sales  ban  even  absent  a  possession  or  purchase  law. 
Authorities  could  investigate  the  source  of  these  tobacco  products  whether  or  not 
purchase  or  possession  were  banned.  States  willing  to  invest  in  enforcement  for  both 
sales  and  possession  should  consider  adding  possession  prohibitions. 

Finally,  while  the  model  law  provides  for  a  significant  local  role  in  enforcement,  it  does 
not  provide  for  independent  local  statutes.  States  might  wish  to  empower  municipalities 
to  levy  higher  fines  or  otherwise  exercise  some  independent  authority.  The  worst 
possible  outcome  would  be  to  enact  a  state  statute  which  failed  to  establish  an  effective 
and  workable  enforcement  system  while  preempting  local  governments  from  filling  this 
void. 

CpnglyslQn 

Existing  state  laws  prohibiting  sales  of  tobacco  products  to  minors  have  largely  been 
ineffectual.  This  enforcement  failure  is  hypocritical  and  contributes  to  a  scoff-law 
environment  Unlike  some  other  law  enforcement  problems,  this  is  neither  inherent  or 
insuperable.  Eliminating  virtually  all  sales  to  minors  does  not  even  present  particularly 
difficult  enforcement  problems.  It  simply  requires  workable  procedures  which  create 
swift  and  sure  sanctions  for  violations,  with  minimal  cost  or  inconvenience  to  retailers 
and  adult  customers.  There  is  a  large  and  articulate  body  of  citizenry-including  a  large 
proportion  of  teenagers  and  retailers-who  understand  the  gravity  of  tobacco 
consumption  as  a  public  health  problem  and  who  would  welcome  reasonable  laws. 
Enactment  and  responsible  implementation  of  this  model  law  is  the  single  most 
important  reform  to  improve  the  health  of  its  citizens  that  any  state  could  undertake  in 
the  decade  of  the  1990s. 
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MODEL  SALE  OF  TOBACCO  PRODUCTS  TO  MINORS  CONTROL  ACT 

SECTION  1.  SHORT  TITLE. 

This  Act  bay  be  cited  as  the  "Sale  of  Tobacco  Products  to  Minors  Control  Act." 
SEC.  2.  FINDINGS. 

The  Legislature  finds  that — 

(1)  approximately  390,000  Americans  die  each  year  of  diseases  caused  by  ciga- 
rette smoking, 

(2)  the  Surgeon  General  of  the  Public  Health  Service  has  determined  that 
smoking  is  the  leading  cause  of  preventable  death  in  this  country, 

(3)  nicotine  in  tobacco  has  been  found  by  the  1988  report  of  the  Surgeon  Gen- 
eral, The  Health  Consequences  of  Smoking:  Nicotine  Addiction,  to  be  a  powerful- 
ly addictive  drug,  and  it  is  therefore  important  to  prevent  young  people  from 
using  nicotine  until  they  are  mature  and  capable  of  making  an  informed  and 
rational  decision, 

(4)  most  adults  who  smoke  wish  to  quit,  a  majority  of  current  adult  smokers 
have  tried  to  quit  without  success,  and  one-half  of  all  teenagers  who  have  been 
smoking  for  five  years  or  more  have  made  at  least  one  serious  but  unsuccessful 
attempt  to  quit, 

(5)  every  day  more  than  3,000  minors  begin  smoking, 

(6)  one-half  of  smokers  begin  before  the  age  of  18,  and  90  percent  begin  before 
the  age  of  21,  and 

(7)  minors  spend  more  than  one  billion  dollars  on  cigarettes  and  other  tobacco 
products  every  year. 

SEC.  3.  OFFICE  OF  TOBACCO  CONTROL. 

(a)  Establishment  of  Office. — There  is  established  in  the  Department  of  

an  Office  of  Tobacco  Control.  The  Office  shall  be  headed  by  a  Director. 

(b)  Functions  of  Director.— The  Director  shall— 

(1)  issue  licenses  for  the  sale  of  tobacco  products, 

(2)  provide  without  charge  signs  (concerning  the  prohibition  on  sales  to  indi- 
viduals under  19  years  of  age)  that  meet  the  requirements  of  subsection  (d)  to 
persons  licensed  to  sell  tobacco  products, 

(3)  investigate  (concurrently  with  other  State  and  local  officials)  violations  of 
sections  4  through  6, 

(4)  enforce  civil  money  penalties  under  section  7, 

(5)  enforce  (concurrently  with  other  State  and  local  officials)  fines  under  sec- 
tion 7,  and 

(6)  bring  license  suspension,  revocation  and  nonrenewal  actions  under  section 

8. 

(c)  Licenses. — 

(1)  A  license  for  the  sale  of  tobacco  products  shall  be  issued  to  a  specific 
person  for  a  specific  outlet  (a  fixed  location  or  mobile  unit)  and  shall  be  valid 
for  a  period  of  one  year. 

(2)  The  annual  fee  for  a  license  is  $50  for  an  outlet  whose  annual  volume  of 
tobacco  sales  is  less  than  $5000,  and  $300  for  an  outlet  whose  annual  volume  of 
tobacco  sales  is  $5000  or  more. 

(d)  Signs  Concerning  Sales  to  Individuals  Under  Age  19.— Signs  to  be  provided 
under  subsection  (b)(2)  shall— 

(1)  contain  in  red  lettering  at  least  one-half  inch  high  on  a  white  background 
"IT  IS  A  VIOLATION  OF  THE  LAW  FOR  CIGARETTES  OR  OTHER  TOBAC- 
CO PRODUCTS  TO  BE  SOLD  TO  ANY  PERSON  UNDER  THE  AGE  OF  19," 
and 

(2)  include  a  depiction  of  a  pack  of  cigarettes  at  least  two  inches  high  defaced 
by  a  red  diagonal  diameter  of  a  surrounding  red  circle. 

SEC.  4.  DISPLAY  OF  LICENSE  AND  SIGNS. 
A  person  that  holds  a  license  issued  under  section  3(b)(1)  shall— 

(1)  display  the  license  (or  a  copy)  prominently  at  the  outlet  for  which  the  li- 
cense is  issued,  and 

(2)  display  prominently  at  each  place  at  that  outlet  at  which  tobacco  products 
are  sold  a  sign  that  meets  the  requirements  of  section  3(d). 

SEC.  5.  PROHIBITIONS  APPLICABLE  TO  LICENSE  HOLDERS  AND  THEIR  EM- 
PLOYEES AND  AGENTS, 
(a)  Prohibition  on  Sale  or  Distribution  to  Individuals  Under  the  Age  of  i9 
AND  IN  Certain  Other  Cases. — A  person  that  holds  a  license  issued  under  section 
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3(b)(1),  or  an  employee  or  agent  of  that  person,  may  not  sell  or  distribute  a  tobacco 
product — 

(1)  to  any  individual  that  the  license  holder,  employee,  or  agent  knows  is 
under  19  years  of  age, 

(2)  to  any  individual  (other  than  an  individual  who  appears  without  reasona- 
ble doubt  to  be  over  19  years  of  age)  who  does  not  present  a  driver's  license  (or 
other  generally  accepted  means  of  identification)  that  describes  the  individual 
as  19  years  of  age  or  older,  contains  a  likeness  of  the  individual,  and  appears  on 
its  face  to  be  valid, 

(3)  in  any  form  other  than  an  original  factory-wrapped  package,  or 

(4)  other  than  at  an  outlet  for  which  a  license  has  been  issued  under  section 
3(b)(1). 

(b)  Prohibition  on  Maintaining  Vending  Machines.— A  person  that  holds  a  li- 
cense issued  under  section  3(b)(1)  or  an  employee  or  agent  of  that  person,  may  not 
maintain  at  a  licensed  outlet  any  device  that  automatically  dispenses  tobacco  prod- 
ucts. 

(c)  No  More  Than  One  Violation  on  Any  One  Day.— No  person  shall  be  liable 
under  the  preceding  subsections  for  more  than  one  violation  on  any  one  day. 

SEC.  6.  PROHIBITION  ON  UNLICENSED  SALE  OR  DISTRIBUTION  OF  TOBAC- 
CO PRODUCTS. 

(a)  General  Rule. — No  person,  other  than  a  person  who  holds  a  license  issued 
under  section  3(b)(1),  or  an  employee  or  agent  of  that  person,  may  sell  or  distribute 
a  tobacco  product. 

(b)  Exceptions. — Subsection  (a)  does  not  apply  to — 

(1)  distribution  by  an  individual  to  family  members  or  acquaintances  on  pri- 
vate property  that  is  not  open  to  the  public,  or 

(2)  the  sale  or  distribution  to  a  manufacturer  of  tobacco  products,  to  a  whole- 
saler of  tobacco  products,  or  to  a  person  who  holds  a  license  issued  under  sec- 
tion 3(b)  (I) 

SEC.  7.  PENALTIES. 

(a)  Nature  and  Size  of  Penalties.— 

(1)  Any  license  holder  that  violates  a  requirement  of  section  4  shall  be  subject 
to  a  fine  or  civil  money  penalty  of  not  more  than  $100. 

(2)  Any  license  holder,  employee,  or  agent  that  violates  a  prohibition  of  sec- 
tion 5  shall  each  be  subject  to — 

(A)  a  fine  or  civil  money  penalty  of  $100,  for  the  first  violation  within  a 
two  year  period, 

(B)  a  fine  or  civil  money  penalty  of  $250,  for  the  second  violation  within  a 
two  year  period, 

(C)  a  fine  or  civil  money  penalty  of  $500,  for  the  third  violation  within  a 
two  year  period,  or 

(D)  a  fine  or  civil  money  penalty  of  $1000,  for  any  additional  violation 
within  a  two  year  period. 

(3)  Any  person  that  violates  a  prohibition  of  section  6  shall  be  subject  to  a  fine 
of  not  more  than  $1000,  or  imprisonment  of  not  more  than  30  days,  or  both. 

(b)  Exception  for  License  Holder. — A  person  that  holds  a  license  issued  under 
section  3(b)(1)  shall  not  be  subject  to  a  fine  or  civil  money  penalty  under  subsection 
(a)(2)  for  a  violation  by  an  employee  or  agent  of  a  prohibition  under  section  5,  and 
an  assessment  of  a  fine  or  civil  money  penalty  under  subsection  (a)(2)  for  a  violation 
by  an  employee  or  agent  shall  be  disregarded  for  purposes  of  section  8(a),  if  the  li- 
cense, holder  affirmatively  demonstrates  that  the  license  holder  has  an  effective 
system  in  place  to  prevent  violations  of  the  prohibitions  under  section  5.  The  excep- 
tion prescribed  by  the  preceding  sentence  applies  only  once  to  a  license  holder 
during  any  two  year  period. 

(c)  No  Double  Penalty.— 

(1)  If  an  action  has  been  commenced  against  a  person  under  subsection  (a)(1) 
or  (a)(2)  for  a  particular  violation  for  the  payment  of  a  fine,  no  action  may  be 
commenced  against  that  person  for  that  violation  for  the  payment  of  a  civil 
money  penalty. 

(2)  If  an  action  has  been  commenced  against  a  person  under  subsection  (a)(1) 
or  (a)(2)  for  a  particular  violation  for  the  payment  of  a  civil  money  penalty,  no 
action  may  be  commenced  against  that  person  for  that  violation  for  the  pay- 
ment of  a  fine. 

(d)  Notification  to  Office  of  Tobacco  Control  of  Fines  Imposed.— A  court  shall 
notify  the  Director  of  the  Office  of  Tobacco  Control  of  any  fine  imposed  under  sub- 
section (a)(2) 
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SEC.  ^.  SUSPENSION,  REVOCATION,  AND  NONRENEWAL  OF  LICENSES. 

(a)  Suspension,  Revocation,  and  Nonrenewal  of  Individual  Licenses. — A  li- 
cense?  issued  under  section  3(bXl)  for  a  particular  outlet  shall  be  suspended  or  re- 

i:  vokedy  and  not  renewed,  for  a  period  of— 

(1)  7  days,  if  a  fine  or  civil  money  penalty  has  been  imposed  under  section 

 7<aX2)  for  the  second  violation  at  that  outlet  within  two  years, 

  U2)  1  to  6  months,  if  a  fine  or  civil  money  penalty  has  been  imposed  under 

section  7(aX2)  for  the  third  violation  at  that  outlet  within  two  years,  or 

(3)  9  to  18  months,  if  a  fine  or  civil  money  penalty  has  been  imposed  under 
section  7(aX2)  for  any  additional  violation  at  that  outlet  within  two  years. 

(b)  Suspension,  Revocation,  and  Nonrenewal  of  All  Licenses  for  Outlets 
Under  Common  Ownership  or  Control. — All  licenses  issued  under  section  3(bXl) 
for  outlets  that  are  under  common  ownership  or  control  shall  be  suspended  or  re- 
voked, and  not  renewed,  for  a  period  of  9  to  18  months,  if  fines  or  civil  money  penal- 
ties have  been  assessed  under  section  7(aX2)  for  three  or  more  violations  at  three  or 
more  outlets  within  a  two  year  period. 

(c)  No  Double  Counting. — A  violation  committed  by  an  employee  or  agent,  and 
attributed  to  a  license  holder,  shall  be  counted  only  once  for  purposes  of  the  preced- 
ing subsections. 

(d)  Exception.— See  section  7(b). 


Prepared  Statement  of  Robert  D.  Toluson 

Mr.  'Chairman,  and  members  of  the  Committee,  my  name  is  Robert  D.  Tollison.  I 
am  Duncan  Black  Professor  of  Economics  at  George  Mason  University  in  Fairfax, 
Virginia.  I  have  published  numerous  scholarly  articles  and  books  in  the  field  of  eco- 
nomics, and  I  have  served  in  the  Federal  government  twice,  once  as  a  Senior  Staff 
Economist  on  the  Council  of  Economic  Advisers  and  once  as  Director  of  the  Bureau 
of  Economics  at  the  Federal  Trade  Commission.  I  am  appearing  here  today  on  my 
own  behalf  at  the  request  of  the  Tobacco  Institute  to  comment  specifically  on  the 
alleged  "social  cost"  of  smoking. 

'  One  of  the  most  superficially  appealing  arguments  that  has  recently  surfaced  is 
the  idea  that  smokers  should  pay  more  of  the  costs  of  publicly-funded  health  care 
programs  because  they  allegedly  benefit  more  than  nonsmokers  from  the  services  so 
provided.  Advocates  of  such  "user  fees"  typically  contend  that  there  are  "social 
costs"  associated  with  smoking,  including  lost  work  time  due  to  illnesses  said  to  be 

.Telated  to  smoking,  costs  incurred  by  Medicare  and  other  programs  in  treating  such 
-J^iseases,  and  so  forth.  Such  allegations  are  misleading  because  they  confuse  private 

:  costs  and  social  costs.  If,  as  some  argue,  smokers  indeed  face  increased  health  risks, 
-^individuals  bear  the  related  "costs"  in  the  form  of  reduced  wages  and  higher  insur- 
ance premiums.  To  also  count  these  costs  as  social  costs  represents  a  simple  and 
erroneous  double  counting.  In  point  of  fact,  if  one  looks  carefully  at  studies  of  the 
so-called  social  costs  of  smoking,  one  will  see  that  the  only  constant  in  such  studies 
is  confusion  of  basic  economic  principles.  Properly  analyzed,  the  facts  support  only 
one  conclusion — smokers  pay  their  own  way  in  our  society;  there  are  no  "social 
1   costs"  of  smoking. 

Of  late,  the  principal  study  of  the  alleged  social  costs  of  smoking  is  Smoking  and 
i  Health:  A  National  Status  Report,  issued  by  the  Office  on  Smoking  and  Health  of 
the  Department  of  Health  and  Human  Services.  This  report  and  Secretary  Sulli- 
van's remarks  about  smoking  before  the  Senate  Labor  and  Human  Resources  Com- 
mittee made  headline  news  across  the  country. 

'  The  basic  claim  in  Smoking  and  Health  is  that  smokers  are  not  paying  their  own 
rrway  in  our  society.  It  is  claimed,  for  example,  that  every  man,  woman,  and  child  in 
■the  U.S.  pays  $221  each  year  for  the  health  expenses  of  smokers.  The  total  "costs" 
of  smoking  to  the  nation  are  asserted  to  be  $52  billion  every  year.  Smoking  and 
Health  even  parses  out  these  costs  on  a  state-by-state  basis,  ranging  from  a  low  of 
$56  a  person  in  Utah  to  $284  in  Rhode  Island.  Unfortunately,  the  report  and  Dr. 
Sullivan's  testimony  do  not  constitute  a  basis  for  sound  public  policy.  All  of  this  ac- 
tivity is  being  driven  by  an  economic  analysis  of  the  "costs"  of  smoking,  such  as 
that  contained  in  Smoking  and  Health,  that  is  mired  in  confusion  and  fallacy. 

Of  course.  Smoking  and  Health  is  a  lineal  descendant  of  prior  government  studies 
of  smoking.  There  have  been  several  reports  by  the  Surgeon  General  on  the  alleged 
hazards  of  smoking.  Similarly,  in  the  1985  report  of  the  Office  of  Technology  Assess- 
ment, Smoking  Related  Deaths  and  Financial  Costs,  smoking  was  held  responsible 
for  $40  to  $100  billion  in  costs  attributed  to  diseases  associated  with  smoking.  Confu- 
sion about  the  simple  economics  of  smoking  appears  to  be  persistent  in  the  Federal 
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government.  To  see  why,  a  couple  of  questions  need  to  be  addressed.  I  use  the  HHS 
study  as  a  frame  of  reference,  and  ask:  What  are  the  claimed  costs  of  smoking  in 
the  HHS  report  and  what  do  they  mean? 

MORTAUTY  COSTS 

It  is  clear  that  thousands  of  people  die  each  year  before  their  allotted  four  score 
and  ten  years.  Many  of  these  deaths  are  attributed  to  such  activities  as  driving, 
parachuting,  swimming,  and  boating,  to  name  a  few.  There  has  been  a  tendency 
among  analysts  to  label  such  deaths  as  "premature,"  as  if  the  risk  of  dying  while 
engaging  in  one's  favorite  activity  was  not  freely  chosen.  Such  a  concept  of  early 
death  is  completely  arbitrary  and  can  lead  to  misleading  applications  of  economic 
analysis. 

Suppose  that  consumers  make  well  informed  choices.  These  choices  by  the  individ- 
ual are  voluntary  choices.  There  is  no  compulsion  forcing  the  worker  into  the  risky 
occupation  or  into  motorcycling  on  weekends  or  into  smoking.  The  individual  con- 
fronts the  risks  embodied  in  these  activities  and  makes  his  choices  accordingly.  If 
this  person  dies  in  a  motorcycle  wreck,  there  is  no  presumption  that  there  is  a 
social  cost  involved  related  to  his  lost  product. 

By  itself,  the  loss  of  a  person's  productivity  cannot  constitute  a  "cost"  to  society. 
To  argue  otherwise  would  imply  that  the  worker  is  the  property  of  society.  The 
death  of  a  person  becomes  equivalent  to  the  death  of  a  steer  on  a  ranch  or  the 
breakdown  of  a  machine  in  a  factory.  The  rancher  or  the  factory  owner  would  cer- 
tainly place  a  value  upon  their  loss.  Both  instances  are  essentially  identical,  in  that 
they  represent  situations  in  which  owners  of  assets  are  confronted  with  the  loss  of 
those  assets.  By  extension,  a  worker  who  elects  early  retirement,  or  chooses  to  earn 
less  than  his  maximum  potential,  or  takes  an  unpaid  leave  of  absence  would  also 
impose  a  "cost"  on  society. 

But  who  bears  the  loss  of  a  premature  death?  It  is  clearly  the  individual  who 
chooses  to  engage  in  these  activities.  Merely  to  ask  the  question  exposes  the  fallacy 
in  the  common  formulation  of  this  problem.  While  this  kind  of  analysis  may  be  ap- 
propriate for  machines  and  domesticated  animals,  it  is  clearly  inappropriate  for  the 
inhabitants  of  a  free  society. 

Viewed  in  this  light,  the  typical  analysis  of  the  "costs"  of  premature  death  attrib- 
uted to  such  activities  as  smoking  is  meaningless.  Individuals  choose  their  lifestyles 
in  such  a  way  as  to  promote  their  general  well-being  as  they  construe  it.  These  life- 
styles will  obviously  vary  immensely.  Some  people  will  find  smoking  preferable,  and 
some  not.  Some  will  die  young,  and  some  will  die  old.  Generally,  however,  the  date 
of  their  death  is  an  expression  of  such  factors  as  their  free  will,  their  luck,  and  their 
genetic  heritage,  among  many  other  circumstances.  It  is  totally  inappropriate  to 
treat  individuals  like  machines  that  have  broken  down,  bringing  economic  loss  to 
their  owners. 

In  sum,  then,  the  "costs"  of  death  due  to  a  freely  chosen  activity  are  really  not  a 
cost  to  society  at  all.  The  way  these  estimates  are  typically  derived  yields  an  essen- 
tially meaningless  figure.  The  lost  production  due  to  early  death  is  only  relevant  to 
the  individual  who  dies  early.  The  consequences  of  early  death  are  thus  internalized 
into  individual  choices  in  the  economy,  and  it  is  meaningless  to  count  the  value  of 
these  consequences  as  a  social  cost  of  consumption  activity.  I89Morbidity  Costs 

There  have  been  numerous  efforts  to  estimate  the  claimed  morbidity  costs  of 
smoking.  While  the  particular  estimates  obviously  differ  among  countries,  and  while 
different  estimates  can  also  differ  within  the  same  country,  the  procedure  used  to 
develop  these  estimates  has  been  practically  identical  in  the  various  instances.  The 
basic  procedure  is  quite  simple.  All  that  is  required  for  its  application  is  an  estimate 
of  the  days  of  work  allegedly  lost  due  to  smoking-related  morbidity  and  the  value  of 
the  production  lost  because  of  a  day's  absence  from  work.  To  illustrate  the  proce- 
dure, suppose  that  it  is  estimated  for  some  firm  or  economy  that  100  days  of  work 
are  lost  because  of  illness  attributable  to  smoking.  What  is  the  cost  of  this  loss  of 
work?  Basic  economics  says  that  the  value  of  one  day  of  lost  production  is  equiva- 
lent to  the  daily  wage  rate  of  those  who  are  absent  from  work.  Suppose  this  daily 
wage  rate  is  $50.  If  so,  the  cost  of  the  lost  production  due  to  smoking-related  morbid- 
ity would  be  $5,000— (100  days  of  work  lost)  ($50  per  day  of  lost  output). 

This  standard  approach  to  the  social  cost  of  sick  leave  represents  one  more  illus- 
tration of  a  confusion  about  the  nature  of  costs.  In  particular,  this  approach  results 
in  double-counting,  which  is  a  mistake  that  frequently  creeps  into  economic  analy- 
ses of  possible  public  policies  toward  smoking.  The  common  error  with  respect  to 
sick  leave  can  be  illustrated  quite  simply.  Suppose  that  smokers  miss  work  because 
of  sickness  more  frequently  than  nonsmokers.  As  shown  above,  it  is  typically  sug- 
gested that  the  greater  absenteeism  of  smokers,  when  multiplied  by  their  wage  rate, 
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will  give  a  measure  of  the  "cost"  of  smoking  due  to  sickness.  However,  it  might  rea- 
sonably be  expected  that  a  person  who  misses  more  work  than  another  will  receive 
lower  earnings.  This  lower  income  would  reflect  the  cost  of  smoking,  and  this  cost 
would  be  borne  by  the  smoker.  To  count  this  cost  as  also  a  social  cost  would  be  to 
count  the  same  amount  twice.  Whenever  such  costs  are  reflected  in  market-deter- 
mined compensation,  there  exists  no  uncompensated  cost  of  absenteeism,  so  to  count 
the  lost  production  due  to  absenteeism  would  be  to  count  the  same  amount  a  second 
time. 

One  factual  point  should  be  made  in  concluding  this  discussion  of  the  claimed 
morbidity  costs  of  smoking.  There  is  frankly  no  conclusive  evidence  to  support  the 
claim  that  smokers  are  less  productive  workers  than  nonsmokers.  In  fact,  there  is 
some  evidence  to  the  contrary.  Thus,  the  whole  argument  along  these  lines  may  be 
a  red  herring. 

HEALTH  CARE  COSTS 

It  will  be  useful  to  begin  the  discussion  of  health  care  costs  by  reviewing  how  re- 
searchers have  derived  estimates  of  the  medical  expenses  for  treating  illnesses  that 
have  been  associated  with  such  activities  as  smoking.  I  then  proceed  to  consider  the 
reasonableness  of  counting  these  costs  as  "social  costs,"  taken  to  mean  costs  for 
which  there  is  some  public  policy  rationale  to  do  something  about. 

The  method  used  to  estimate  the  medical  care  cost  of  smoking  is  straightforward. 
A  figure  is  derived  for  total  medical  expenses,  an  estimate  made  of  the  share  of 
those  expenses  attributed  to  smoking,  and  a  figure  for  the  medical  cost  of  the  activi- 
ty subsequently  derived. 

For  instance,  suppose  a  hospital's  annual  expenses  were  $20  million.  Further,  sup- 
pose the  number  of  patient-  or  bed-days  provided  by  the  hospital  during  the  year 
were  100,000,  giving  an  average  daily  expense  per-patient  per-bed  of  $200.  The  ques- 
tion arises  as  to  how  much  of  the  hospital's  expenses  to  attribute  to  illnesses  related 
to  smoking.  If  it  were  assumed  that  20  percent  of  the  beds  were  occupied  with  smok- 
ing-related  illnesses,  and,  moreover,  if  it  were  assumed  that  the  treatment  of  such 
illnesses  made  an  average  claim  upon  hospital  resources,  $4  million  would  be  attrib- 
uted as  the  hospitalization  cost  due  to  smoking.  The  same  procedure  would  be  used 
to  provide  an  estimate  of  the  expenses  of  physician  services  used  to  treat  such  ill- 
nesses. Notice  that  I  talk  here  not  in  terms  of  causal  but  in  terms  of  assumed  rela- 
tionships. 

Although  this  procedure  for  estimating  the  medical  costs  associated  with  various 
activities  is  a  standard  one,  it  is  not  without  its  defects.  Primarily,  if  people  pay 
their  own  medical  expenses,  no  issue  of  "social  cost"  can  arise.  In  this  setting  people 
are  using  resources  in  their  capacities  as  consumers  that  they  have  provided  for 
themselves  in  their  capacities  as  producers.  Issues  of  "social  cost"  can  arise  only  if 
part  of  one  person's  medical  expenses  are  borne  by  others.  In  detecting  whether  or 
not  this  is  happening,  something  more  must  be  done  than  simply  assessing  the  flow 
of  payments.  An  observation  that  for  some  set  of  people  their  medical  expenses 
exceed  their  medical  payments  does  not  mean  that  other  people  are  subsidizing 
their  medical  expenses.  The  people  under  consideration  may  belong  to  an  insurance 
program.  When  viewed  after  the  fact,  insurance  appears  to  be  a  program  in  which 
those  who  have  claims  are  subsidized  by  those  who  do  not.  But  the  appropriate  per- 
spective toward  insurance  is  before  the  fact  not  after.  When  looked  at  before  the 
fact,  all  participants  must  look  upon  their  participation  as  beneficial  to  them,  for 
otherwise  they  would  not  have  chosen  to  participate.  Private  insurance  is  an  illus- 
tration of  how  something  that  might  look  like  a  subsidization  of  some  people  by 
others  has  a  quite  different  underlying  reality  than  its  outward  appearance  might 
suggest. 

To  the  extent  that  health  resources  are  consumed  by  smokers,  as  the  result  of 
claims  on  private  insurance  policies,  the  consumption  of  these  resources  in  no  way 
constitutes  a  social  cost  or  a  social  problem.  To  count  them  as  such  is  to  count  the 
cost  of  these  resources  twice,  once  in  the  price  of  insurance  and  again  in  the  actual 
consumption  of  medical  resources.  This  procedure  is  fallacious  from  the  point  of 
view  of  the  whole  economy. 

But  there  are  yet  more  complicated  issues  related  to  singling  out  the  usage  of 
health  care  resources  by  smokers.  For  example,  suppose  a  young  motorcyclist  suf- 
fers an  accident.  He  dies  of  head  injuries  because  he  was  not  wearing  a  safety 
helmet,  and  his  widow  collects  pension  payments.  Such  payments  are  routinely  clas- 
sified as  income  transfers.  The  young  man  enjoyed  the  benefits  of  motorcycling,  but 
through  his  failure  to  wear  a  helmet,  he  created  a  situation  in  which  everyone  must 
now  pay  his  widow's  pension.  Do  these  payments  represent  a  social  cost? 
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The  income  transfer  was,  in  effect,  created  by  the  state  (or  by  society)  when  it  was 
decided  to  provide  collectively  for  widows.  If  we  try  to  go  beyond  this  and  specify 
that  some  applications  of  the  policy  constitute  "social  costs"  while  others  do  not, 
absurdities  quickly  enter  and  with  no  reasonable  or  logical  basis  for  excluding  them. 
The  widow  of  a  fat  man  or  a  football  player  must  also,  by  the  same  criteria,  create  a 
"social  cost."  Also  perhaps  vulnerable  to  the  charge  of  creating  a  "social  cost"  are 
people  who  work  too  hard,  who  do  not  get  the  right  vitamins,  who  do  not  exercise 
adequately,  and  so  on.  Again,  I  am  not  suggesting  causal  relationships  here,  but 
pointing  to  the  types  of  conceptual  issues  that  can  easily  arise  in  this  area.  In  any 
event  the  state  created  the  income  transfer,  and  with  it  any  possible  social  cost,  not 
the  injured  or  deceased. 

The  point  of  contention  about  transfers  reduces  to  one  of  the  right  of  access  to 
state-provided  benefits  and  to  the  conditions  placed  upon  that  access.  This  is  a 
matter  on  which  economics  has  little  to  contribute.  What  contribution  it  can  make 
is  to  note  that  the  mere  presence  of  a  transfer  system  does  not  legitimize  a  claim 
that  the  recipients  of  transfers  are  imposing  social  costs  on  the  remainder  of  society. 

Equity  considerations  have  also  been  injected  into  discussions  of  the  subsidization 
of  some  peoples'  medical  expenses  by  others,  often  under  the  claim  that  the  tax- 
transfer  system  which  subsidizes  medical  expenses  provides  an  unfair  subsidy  to 
smokers,  among  other  people.  The  problem  with  this  argument  is  that  there  is  no 
clear  way  to  draw  the  line  between  smoking,  which  is  seen  as  a  form  of  voluntary 
risk,  and  such  activities  as  skiing,  eating  too  much,  swimming,  driving,  and  sundry 
other  activities  that  may  influence  health  and  longevity.  All  of  these  activities  are 
personal  choices  in  the  same  sense  as  is  smoking.  To  try  to  draw  a  distinction  be- 
tween these  various  possibilities  would  seem  clearly  to  be  improper.  To  attempt  to 
draw  such  distinctions,  moreover,  would,  when  drawn  to  its  logical  conclusion,  be  to 
place  before  the  public  agenda  the  regulation  of  practically  all  facets  of  personal 
life,  an  outcome  that  few  would  relish. 

In  summary,  income  transfers  take  place  all  the  time.  The  net  effect  of  any  one 
person's  lifestyle  may  ultimately  leave  him  a  "benefactor"  of  others  or  a  "debtor"  to 
others  in  the  sense  that  either  more  or  less  was  actually  taken  from  him  in  taxes 
than  he  had  received  through  various  transfer  programs.  It  is  this,  above  all  else, 
that  makes  it  impossible  to  say  that  any  particular  income  transfer  constitutes  an 
unfair  or  social  cost:  any  particular  program  represents  only  one  of  many  such 
transactions  the  individual  has  within  an  entire  network  of  tax-transfer  relation- 
ship. 

CONCLUDING  REMARKS 

The  HHS  study  leaves  no  stone  unturned  in  its  recommendation  and  review  of 
policies  to  subdue  smokers.  It  is  clear,  however,  that  these  anti-smoking  efforts  have 
two  fundamental  goals. 

One  is  to  increase  the  excise  tax  on  tobacco  products.  Anti-smoking  lobbyists  obvi- 
ously see  an  increased  excise  tax  as  a  tool  not  only  of  social  control,  but  also  as  a 
revenue  source  through  which  to  expand  a  variety  of  government  programs.  Howev- 
er, not  only  does  an  excise  tax  on  smokers  have  no  analytical  basis,  as  argued  here- 
tofore, but  such  a  tax  is  one  of  the  worst  taxes  in  the  fiscal  arsenal  of  government. 

The  excise  tax  on  tobacco  products  is  one  of  the  most  regressive  taxes  that  pres- 
ently exists  in  the  U.S.  In  other  words,  it  is  a  tax  on  poor  people  because  they  pay  a 
disproportionate  percentage  of  their  income  in  these  taxes.  Anti-smoking  advocates 
obviously  feel  that  it  is  viable  public  policy  to  reduce  the  income  of  poor  individuals 
and  families  in  the  U.S.  by,  say,  $300  per  year.  This,  needless  to  say,  is  a  lot  of  dis- 
posable income  to  low-income  families. 

Moreover,  an  increase  in  the  tobacco  excise  tax  would  not  actually  deter  very 
much  smoking.  Estimates  of  the  responsiveness  of  smokers  to  price  and  tax  in- 
creases suggest  that  they  will  not  smoke  very  much  less  if  their  taxes  are  raised. 
Thus,  the  only  true  rationale  for  the  recommendation  to  raise  the  excise  tax  would 
have  to  be  to  raise  revenue  and  not  to  deter  smoking.  But,  alas,  why  raise  revenue 
from  a  regressive  tax  on  poor  people? 

There  is  a  movement  in  the  U.S.  toward  tax  reform  and  more  tax  justice.  The 
imposition  of  further  regressive  excise  taxes  is  inconsistent  with  this  movement.  An 
increase  in  a  regressive  excise  tax  is  out  of  step  with  the  movement  toward  more 
tax  justice  in  the  country  at  large. 

The  second  major  item  on  the  agenda  of  the  anti-smokers  is  to  increase  the  size 
and  regulatory  scope  of  government.  Using  fallacious  reasoning  about  the  claimed 
"social  costs"  of  smoking,  as  outlined  above.  Secretary  Sullivan  and  others  would 
seek  to  expand  radically  the  regulation  of  smoking  through  government  programs. 
Such  proposals  should  be  seen  for  what  they  are— an  employment  act  for  the  anti- 
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smoking  movement.  They  simply  represent  another  government  program  that  we  do 
not  need. 

As  Smoking  and  Health  reports,  smokers  now  constitute  roughly  25  percent  of  the 
adult  population  in  the  U.S.  This  fact  alone  makes  it  quite  apparent  that  smokers 
are  an  easy  target  in  a  regime  of  majoritarian  politics.  But  this  is  exactly  the  point 
that  should  be  recognized.  The  anti-smoking  lobby  does  not  have  the  science  of  eco- 
nomics on  its  side.  To  the  contrary,  they  have  erected  a  pseudoscientific  economic 
case  against  smoking  that  an  elementary  economics  student  could  see  through. 
What  they  are,  pure  and  simple,  is  a  majority  picking  on  a  minority. 


Prepared  Statement  of  Charles  O.  Whitley 

Mr.  Chairman  and  distinguished  members  of  the  Committee.  I  appreciate  the  op- 
portunity to  appear  before  you  today  on  behalf  of  The  Tobacco  Institute.  The  Com- 
mittee's press  release  of  May  10,  1990,  indicates  that  this  hearing  will  consider  "the 
monetary  and  social  costs  of  smoking"  and  "alternative  approaches  to  help  discour- 
age young  people  from  starting  to  smoke  and  encourage  people  who  already  smoke 
to  quit."  In  my  testimony,  I  will  describe  the  tobacco  industry's  initiatives  to  assist 
in  discouraging  youth  from  smoking.  I  also  will  address  the  suggestion  that  Con- 
gress should  increase  the  Federal  excise  tax  on  cigarettes,  as  Senator  Chafee  has 
proposed  (S.  801).  Finally,  I  will  discuss  legislation,  introduced  by  Senator  Bradley, 
that  would  disallow  tax  deductions  for  tobacco  advertising  expenses  (S.  776). 

I  am  accompanied  by  Larry  C.  Holcomb,  Ph.D.,  an  environmental  toxicologist.  Dr. 
Holcomb  is  prepared  to  answer  questions  concerning  environmental  tobacco  smoke 
and  children,  an  additional  issue  mentioned  in  the  Committee's  press  release. 

1.  Youth  Initiatives. — Mr.  Chairman,  the  cigarette  industry  does  not  want  young 
people  to  smoke.  We  believe  that  smoking  is  for  those  adults  who  choose  to  smoke.  I 
know  of  no  other  industry  in  America  that  has  taken  such  direct,  voluntary  action 
to  steer  its  products  away  from  young  people. 

In  1964,  the  cigarette  manufacturers  adopted  a  Cigarette  Advertising  Code. 
Among  other  things,  the  Code  prohibits  cigarette  advertising  in  publications  direct- 
ed primarily  to  persons  under  21.  The  manufacturers  also  subscribe  to  a  Code  of 
Sampling  Practices  prohibiting  cigarette  sampling  to  persons  under  21  and  imposing 
other  stringent  safeguards  in  this  regard.  In  1969,  the  cigarette  industry  offered  vol- 
untarily to  stop  advertising  on  television  and  radio.  Cigarette  advertising  left  the  air 
in  1970  as  a  result  of  Federal  legislation  giving  effect  to  that  proposal. 

In  1982,  The  Tobacco  Institute  launched  a  national  advertising  campaign  that 
reached  110  million  Americans.  The  message  was,  "Do  cigarette  companies  want 
kids  to  smoke?  No.  As  a  matter  of  practice.  No.  As  a  matter  of  fact.  No.  '  In  1984,  as 
part  of  its  Responsible  Living  Program,  The  Institute  began  offering  a  free  guide 
book  for  parents,  "Helping  Youth  Decide,"  prepared  in  conjunction  with  the  Nation- 
al Association  of  State  Boards  of  Education  (NASBE).  More  than  700,000  copies  of 
this  guide  and  its  sister  publication,  "Helping  Youth  Say  No,"  have  been  distributed 
nationwide,  and  we  continue  to  offer  the  booklets  free  of  charge  upon  request.  These 
booklets  provide  guidance  on  family  communications  to  help  youngsters  develop  de- 
cisionmaking skills  needed  to  deal  wisely  with  everyday  choices  and  lifestyle  deci- 
sions, such  as  smoking. 

This  and  other  aspects  of  the  Responsible  Living  Program  are  described  in  greater 
detail  in  the  attached  statement  of  Jolly  Ann  Davidson,  national  spokesman  for  the 
Responsible  Living  Program. 

2.  Excise  Taxes. — Mr.  Chairman,  we  oppose  any  further  increase  in  the  Federal 
excise  tax  on  cigarettes.  Cigarettes  already  are  the  most  heavily  taxed  consumer 
product  in  America.  Smokers  paid  over  $11  billion  in  FY  1988  in  Federal,  State  and 
local  taxes  on  cigarettes.  In  the  last  ten  years,  moreover,  cigarette  excise  tax  in- 
creases have  far  exceeded  the  rate  of  inflation.  Cigarette  excise  taxes  have  risen  87 
percent  since  1980— from  21.1  cents  a  pack  in  1980  to  39.4  cents  a  pack  in  1990.  By 
contrast,  the  Consumer  Price  Index  rose  by  only  50  percent  during  the  same  period. 
In  1989  alone,  cigarette  excise  taxes  increased  by  50  percent  or  more  in  seven  states. 
Within  California  alone,  the  tax  jumped  250  percent  last  year.  Those  seven  states 
(California,  New  York,  Illinois,  Connecticut,  Nevada,  Alaska  and  Wyoming)  account 
for  more  than  25  percent  of  the  total  U.S.  population. 

Like  all  consumer  excise  taxes,  cigarette  excise  taxes  are  inherently  regressive. 
The  Congressional  Budget  Office  reported  in  1987  that  a  cigarette  excise  tax  in- 
crease would  hit  lower-income  families  more  than  six  times  harder  than  higher- 
income  families.  Indeed,  the  CBO,  which  studied  the  distributional  effects  of  excise 
tax  increases  on  beer,  wine,  liquor,  tobacco,  gasoline,  airfare  and  telephone  service. 
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concluded  that  "[a]n  increase  in  the  excise  tax  on  tobacco  would  be  the  most  regres- 
sive of  all."  ^  A  Black  Congressional  Caucus  Task  Force  report  released  by  Rep. 
Mervyn  Dymally  (D-Cal.)  states  that  "even  a  modest  increase  in  excise  taxes"  would 
negate  the  relief  afforded  to  the  poor  in  the  Tax  Reform  Act  of  1986  and  would 
"considerably  magnify  the  incidence,  prevalence  and  the  enormity  of  poverty  in  the 
United  State."  ^  A  burdensome  and  discriminatory  tax  should  not  be  made  even 
more  burdensome  and  discriminatory.  On  the  issue  of  cigarette  excise  taxes  the 
time  has  come  to  say,  "Enough  is  enough." 

The  argument  sometimes  is  made  that  the  cigarette  excise  tax  should  be  in- 
creased to  offset  the  supposed  "social  costs"  of  smoking.  Mr.  Chairman,  this  argu- 
ment is  without  merit.  As  Dr.  Robert  D.  Tollison,  a  professor  of  economics  at  George 
Mason  University,  will  explain  in  his  testimony,  smoking  and  smokers  do  not 
impose  costs  on  society.  Much  has  been  made  of  a  recent  assertion  by  Dr.  Louis  Sul- 
livan, the  Secretary  of  Health  and  Human  Services,  that  smoking  "costs"  society 
$52.  billion  a  year.  Secretary  Sullivan  was  careful  to  note,  however,  that  this  figure 
does  not  factor  in  the  contributions  of  tobacco  to  society  in  terms  of  jobs,  excise 
taxes,  etc.^  Moreover,  such  assertions  would  have  us  believe,  for  example,  that  socie- 
ty "owns"  the  productivity  of  smokers.  As  Dr.  Tollison  will  explain  more  fully,  these 
assertions  fail  to  consider  that  if  there  are  any  "costs"  associated  with  smoking, 
they  are  "private  costs"  borne  by  the  individual.  These  statistical  manipulations 
also  fail  to  consider  studies  reporting,  for  example,  that  smokers  are  no  less  produc- 
tive than  their  nonsmoking  co-workers. 

Mr.  Chairman,  taxing  smokers  to  offset  the  supposed  costs  of  their  smoking  is  a 
misapplication  of  the  taxing  power.  The  tax  system  should  not  be  used  to  regulate 
personal  lifestyle  choices.  Obesity  has  been  estimated  to  "cost"  society  about  $27  bil- 
lion a  year."*  Yet  no  one  would  seriously  suggest  that  we  tax  people  who  weigh  more 
than  20  percent  over  their  ideal  weight  to  discourage  obesity.  Softball  sliding  inju- 
ries reportedly  "cost"  society  at  least  $2  billion  a  yearly.^  No  one  would  seriously 
suggest  that  we  impose  a  special  tax  on  folks  who  play  softball  to  offset  those 
"costs."  Viewed  from  this  standpoint,  imposing  special  taxes  on  smokers  is  both  dis- 
criminatory and  punitive. 

Some  suggest  that  the  cigarette  excise  tax  should  be  increased  to  discourage 
smoking.  Any  significant  increase  in  the  Federal  cigarette  excise  tax  may  discour- 
age smoking  to  some  extent,  resulting  in  lost  jobs,  lost  farm  income  and  other  ad- 
verse economic  effects.  Nevertheless,  the  antismoking  lobby  has  exaggerated  the  ef- 
fectiveness of  excise  tax  increases  as  a  means  of  reducing  smoking,  especially  among 
teenagers.  The  most  marked  decline  in  smoking  prevalence  in  the  past  decade — a 
period  during  which  the  price  of  a  pack  of  cigarettes  increased  nearly  40  percent  in 
constant  dollars  was  among  white  males  at  higher  income  levels.  It  is  difficult  to 
believe  that  decisions  by  members  of  this  group  not  to  smoke  are  attributable,  to 
any  significant  extent,  to  economic  considerations. 


'  CBO,  "The  Distributional  Effects  of  an  Increase  in  Selected  Federal  Excise  Taxes,"  pp.  1-2 
(Jan.  1987).  The  CBO  found  that  people  earning  between  $5,000  and  $9,000  per  year  paid,  as  a 
percentage  of  current  income,  over  six  times  more  in  cigarette  excise  taxes  than  those  earnings 
$50,000  or  more.  Attempting  to  measure  regressivity  on  a  permanent  income"  basis  as  well,  the 
CBO  study  found  that  people  in  the  $5,000-$9,000  category  still  pay,  as  a  percentage  of  income, 
over  2.7  times  more  in  cigarette  excise  taxes  than  those  in  the  $50,000  and  above  category.  As  a 
recent  report  prepared  for  the  Coalition  Against  Regressive  Taxation  (CART)  explains,  current 
income  is  a  more  realistic  basis  for  measuring  ability  to  pay  an  excise  tax  than  "permanent 
income."  Low-income  families  must  confront  reality  as  it  currently  exists.  The  fact  that  a  fami- 
ly's income  may  rise  in  the  future  is  not  going  to  pay  the  bills  today.  Tax  payments  cannot  be 
deferred  until  better  times.  For  this  and  other  reasons,  most  empirical  studies  of  the  distribu- 
tional effects  of  taxes  use  some  measure  of  current  income  as  the  basis  for  the  analysis.  See 
KPMG  Peat  Marwick,  "Changes  in  the  Progressivity  of  the  Federal  Tax  System:  1980  to  1990," 
p.  A-5  (April  1990). 

2  Report  for  the  Chairman  of  the  Congressional  Black  Caucus,  "Analyzing  the  Possible  Impact 
of  Federal  Excise  Taxes  on  the  Poor,  Including  Blacks  and  Other  Minorities,"  p.  4  (July  1987). 

It  has  been  suggested  that  the  regressivity  of  a  cigarette  excise  tax  increase  for  lower-income 
groups  could  be 'offset  by  increasing  the  earned  income  tax  credit  (EITC).  But  increasing  the 
EITC  to  offset  regressivity  would  mean  giving  up  revenues  and  thus  defeat  the  purpose  of  rais- 
ing excise  taxes  to  reduce  the  Federal  deficit.  And,  increasing  the  EITC  would  benefit  only  low- 
income  wage  earners  with  dependents  who  earn  enough  to  file  tax  returns.  It  would  not  offset 
regressivity  for  other  low-income  wage  earners,  the  unemployed  or  the  elderly  f>oor  who  rely  on 
Social  Security  and  other  non-wage  sources  of  income.  Finally,  increasing  the  EITC  would  leave 
the  tax  burden  spread  unevenly  within  the  lower-income  groups. 

"  Smoking  and  Health:  A  National  Status  Report  40-41  (2d  ed.  1990). 

*  "Health  Care  Costs  of  Obese  People,"  American  Demographics,  Oct.  1987. 

^  Morbidity  and  Mortality  Weekly  Report,  March  25,  1988. 
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Last  June,  GAO  issued  a  report  claiming  that  a  20-cent  tax  increase  would  signifi- 
cantly reduce  youth  smoking.^  With  respect,  Mr.  Chairman,  the  GAO  paid  too  much 
attention  to  dated  analyses  and  too  little  attention  to  the  facts. 

Cigarette  prices  in  constant  dollars  increased  from  about  75  cents  a  pack  in  1981 
to  nearly  $1.05  a  pack  in  1988 — a  40  percent  increase.''  During  the  same  period 
smoking  prevalence  remained  essentially  unchanged  among  high  school  seniors — an 
"almost  flat  trend,"  in  the  words  of  the  GAO.*  Between  1980  and  1983,  prevalence 
fluctuated  between  21  and  20  percent.  Between  1984  and  1987,  prevalence  fluctuated 
between  18  and  19  percent.^  The  GAO  report  notes,  moreover,  that  smoking  is  most 
prevalent  among  high  school  seniors  in  the  Northeast,  where  cigarette  prices  are 
among  the  highest  in  the  nation.  ^°  And  the  report  states  that  the  current  genera- 
tion of  teenage  smokers  is  more  likely  to  contain  people  who  are  "highly  resistant" 
to  price  increases  than  earlier  generations  of  teenage  smokers.  ^  ^ 

If  teenage  smoking  prevalence  remained  essentially  unchanged  throughout  a 
period  during  which  the  price  of  a  pack  of  cigarettes  increased  nearly  40  percent, 
and  if  teenage  smokers  today  are  less  responsive  to  price  increases  than  ever  before, 
how  can'  the  GAO  report  claim  that  a  20-cent  increase  in  the  Federal  cigarette 
excise  tax  would  significantly  reduce  youth  smoking?  The  way  to  reduce  youth 
smoking  is  through  enforcement  of  state  laws  prohibiting  the  sale  and  distribution 
of  cigarettes  to  minors — not  through  increases  in  a  burdensome,  discriminatory  and 
regressive  consumer  excise  tax. 

3.  Advertising  Expense  Deduction. — Senator  Bradley's  bill  (S.  776)  would  disallow 
tax  deductions  "for  any  amount  paid  or  incurred  to  advertise  any  tobacco  product." 
As  the  attached  Legal  Memorandum  prepared  by  the  law  firm  of  Covington  &  Burl- 
ing demonstrates,  this  bill,  like  a  similar  bill  introduced  by  Senator  Bradley  in  the 
100th  Congress,  would  violate  the  First  Amendment.  The  Supreme  Court  has  held 
repeatedly  that  the  government  may  not  exercise  its  taxing  powers  in  a  manner 
that  discriminates  against  particular  speakers  on  the  basis  of  their  speech.  Senator 
Bradley's  proposal  would  fail  under  the  First  Amendment  because,  among  other 
reasons,  cigarette  advertising  does  not  cause  people  to  smoke  and  suppressing  ciga- 
rette advertising  would  not  cause  people  to  stop  or  reduce  youth  smoking. 

Senator  Bradley  has  suggested  that  Congress  should  no  longer  "subsidize"  ciga- 
rette advertising  through  the  advertising  expense  deduction.  fhe  deduction,  how- 
ever, is  not  a  "subsidy."  Our  tax  system  is  based  on  the  concept  that  only  net 
income  should  be  taxed.  Deductions  are  permitted  for  costs  reasonably  incurred  in 
producing  that  income.  The  advertising  expense  deduction  no  more  "subsidizes"  ad- 
vertising than  the  payroll  expense  deduction  "subsidizes"  the  hiring  of  workers.  Ex- 
pense deductions  can  be  viewed  as  a  "subsidy"  only  if  one  is  prepared  to  label  every 
decision  not  to  impose  a  particular  type  of  tax  as  a  "subsidy."  Even  if  the  deduction 
were  a  "subsidy,"  the  First  Amendment  would  prohibit  the  government  from 
making  it  available  only  to  those  whose  messages  it  approves. 

Senator  Bradley  has  suggested  that  cigarette  advertising  expenses  should  be  disal- 
lowed to  demonstrate  that  Congress  disapproves  of  smoking.  Apart  from  the  First 
Amendment  issues  raised  by  this  position,  the  precedent  set  would  be  a  dangerous 
one.  Commenting  on  this  aspect  of  Senator  Bradley's  proposal  in  1987,  the  President 
of  the  American  Bar  Association  stated,  with  justifiable  irony:  "I  don't  mind  that 
principle  if  you  let  me  apply  it  to  all  the  things  I  dislike.  But  if  you  want  to  apply  it 
to  the  things  you  dislike,  then  I'm  worried."  The  ABA  President  added  that  "there's 
a  serious  legal  problem  ...  to  the  use  of  [the]  tax  code  for  social  engineering." 


^  General  Accounting  Office,  "Teenage  Smoking— Higher  Excise  Tax  Should  Significantly  i 
Reduce  the  Number  of  Smokers,"  p.  1  (June  1989).  j 

7  Id.  at  6.  I 

8  Id.  at  13.  ; 
®  Reducing  the  Health  Consequences  of  Smoking — A  Report  of  the  Surgeon  General  303  (1989) 

(Table  19).  ; 

'°  Id.  at  14;  Tobacco  Institute,  The  Tax  Burden  on  Tobacco,  vol.  24,  p.  102  (1989). 

Id.  at  7,  26.  The  GAO  suggests  that  this  fact  may  be  offset  by  the  fact  that  teenage  smokers  I 
today  are  more  likely  to  come  from  lower  socio-economic  groups  than  in  the  past,  and  therefore 
are  more  likely  to  be  price-sensitive.  The  fact  that  smoking  has  declined  the  least  among  lower 
socio-economic  groups  in  the  past  decade  refutes  the  contention  that  these  socio-economic  groups  | 
are  particularly  price-sensitive  so  far  as  cigarettes  are  concerned.  i 

'2  135  Cong.  Rec.  53,915  (daily  ed.  April  13,  1989). 

'^Ibid. 

Interview,  Advertising  Age,  Feb.  23,  1987,  p.  80. 
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LEGAL  MEMORANDUM 


A  Constitutional  Analysis  of 
Proposals  to  Disallow  Tax 
Deductions  for  Tobacco 
Product  Advertising  Expenses 


'prepared  by 
COVINGTON  &  BURLING 
Washington,  D.G.  20004 

July  1, 19«7 


This  memorandum  is  an  updated  version  of  a  memorandum  on 
fhe  same  issue  dated  April  1986.  The  analysis  presented  in  this 
memorandum  would  apply  to  federal  legislation  discriminating 
against  advertising  for  any  product — ^not  just  legislation  discrimi- 
nating against  tobacco  product  advertising. 

Wilson  -  Epcs  PniNTiNa  Co..  Inc.  -  789-0096  -  Washington,  D.C.  20001 

(g)  ci^^^^^  so 
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A  Constitutional  Analysis  of 
Proposals  to  Disallow  Tax 
Deductions  for  Tobacco 
Product  Advertising  Expenses 


On  February  3,  1987,  Senator  Bradley  introduced  | 
a  bill  (S.  446)  that,  if  enacted,  would  disallow  tax  ' 
deductions  "for  any  amount  paid  or  incurred  to  ad-  i 
vertise  any  tobacco  products."  On  March  11,  1987,  | 
Representative  Stark  introduced  a  similar  bill  (H.E.  i 
1563)  that  would  go  even  further,  prohibiting  deduc- 
tions not  simply  for  tobacco  product  advertising  but  i 
for  any  communications  "informing  or  influencing 
the  general  public  (or  any  segment  thereof)  with  I 
respect  to  tobacco  and  tobacco  products."  Each  bill 
is  identical  to  legislation  introduced  by  Senator  Brad- 
ley and  Representative  Stark  in  the  last  Congress  i 
(S.  1950  and  H.R.  3950).  \ 

Senator  Bradley  has  stated  that  the  purpose  of  his  I 

bill  is  to  assure  that,  when  it  comes  to  the  use  of  | 

tobacco  products,  "the  Government  [will]  speak  with  | 

one  voice,"  a  voice  that  will  "unequivocally  say,  i 

'smoking  will  harm  you.'  "  ^  Representative  Stark  has  ' 

stated  that  his  intention  is  to  "significantly  decrease"  \ 

or  "end"  advertising  of  tobacco  products.^  Both  bills  I 

thus  seek  to  suppress  disfavored  speech  through  the  i 
'  ' — j 

1 133  Cong.  Rec.  S1617  (daily  ed.  Feb.  3,  1987) ;  131  Cong.  | 
Rec.  S17,696i  (daily  ed.  Dec.  16,  1985). 

2  133  Cong.  Rec.  E893  (daily  ed.  March  11,  1987);  131  i 
Cong.  Rec.  H12,203  (daily  ed.  Dec.  16,  1985). 
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tax  system,  by  making  such  speech  inordinately  ex- 
pensive/ 

As  attempts  to  suppress  truthful  speech  proposing 
the  sale  of  a  lawful  product,  the  Bradley/Stark  pro- 
posals would  likely  be  held  unconstitutional  under  the 
test  outlined  by  the  Supreme  Court  in  the  Central 
fl'^6^Zso9^  case  and  reaffirmed  in  Posadas.  Restrictions 
on  commercial  speech  cannot  be  sustained  unless, 
among  other  things,  they  ''directly  advance"  a  sub- 
stantial governmental  interest  and  that  interest  can- 
not be  served  by  any  "less  restrictive"  means.  It  is 
unlikely  that  the  Bradley/Stark  proposals  could  sat- 
isfy either  of  those  elements  of  the  governing  Cen- 
tral Hudson  test. 

The  fact  that  Senator  Bradley  and  Representative 
Stark  have  chosen  the  tax  system  to  achieve  their 
goal  is  irrelevant  under  the  First  Amendment.  As  the 

3  The  Bradley/Stark  proposals  are  only  the  latest  in  a 
series  of  attempts  to  use  the  tax  code  to  penalize  disfavored 
speech  or  to  use  a  tax  on  speech  as  an  instrument  of  social 
policy.  In  the  last  Congress,  Representative  Stark  also  intro- 
duced legislation  (H.R.  1444)  to  ban  tax  deductions  for  arms- 
sale  promotion  expenses,  and  Representative  George  Brown 
introduced  legislation  (H.R.  2657)  to  ban  tax  deductions  for 
alcoholic-beverage  advertising  expenses. 

In  the  current  Congress,  Representative  Donnelly  on  June  4, 
1987,  introduced  a  bill  (H.R.  2606)  that  would  disallow  tax 
deductions  for  advertising  of  tobacco  products  and  alcoholic 
beverages.  Representative  Donnelly  has  stated  that  adver- 
tising for  these  products  should  not  receive  the  tax  "subsidy" 
available  to  advertising  for  other  products.  133  Cong.  Rec. 
H4202  (daily  ed.  June  4,  1987).  In  addition.  Representative 
Collins  has  introduced  legislation  (H.R.  332)  to  disallow 
advertising  expense  deductions  to  persons  who  discriminate 
in  their  advertising  practices  on  the  basis  of  race,  color  or 
ethnic  background. 
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President  of  the  American  Bar  Association,  Eugene 
C.  Thomas,  has  stated,  "there's  a  serious  legal  prob- 
lem *  *  *  to  the  use  of  [the]  tax  code  for  social  en- 
gineering." ^  Neither  can  the  Bradley/Stark  pro- 
posals be  saved,  as  both  legislators  have  suggested, 
by  characterizing  the  disallov^/'ance  of  tax  deductions 
for  tobacco  product  advertising  as  the  removal  of  a 
federal  "subsidy."  Whatever  may  be  said  of  that 
characterization,  the  fact  is  that  both  proposals  would 
single  out  one  form  of  speech  and — ^because  of  its 
content — attempt  to  stamp  it  out.  That  is  precisely 
what  the  First  Amendment  forbids. 

♦       «       *  ♦ 

We  first  review  the  Supreme  Court's  decisions 
establishing  that  Congress  may  not  use  the  tax  system 
to  burden  or  inhibit  disfavored  speech.  We  then  as- 
sess the  Bradley/Stark  proposals  under  the  First 
Amendment  test  for  legislation  that  would  ban  or 
restrict  commercial  speech.*^ 

«       *       *  « 


^  Interview,  Advertising  Age,  Feb.  23,  1987,  p.  80. 

^  To  the  extent  that  the  Stark  bill  would  disallow  deductions 
for  any  communications  "informing  or  influencing  the  general 
public  (or  any  segment  thereof)  with  respect  to  tobacco  and 
tobacco  products,*'  it  would  burden  noncommercial  as  well  as 
commercial  speech  on  the  basis  of  its  content.  See,  e.g..  Con- 
solidated Edison  Co.  v.  PSC,  447  U.S.  530  (1980).  No  discus- 
sion is  required  to  demonstrate  that  such  a  burden  on  non- 
commercial speech  would  violate  the  First  Amendment. 
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L  CONGRESS  MAY  NOT  USE  THE  TAX  SYSTEM  TO 
BURDEN  OR  INHIBIT  DISFAVORED  SPEECH 

A.  The  First  Amendment  Forbids  Congress  To  Exer- 
cise the  Taxing  Power  Discriminatorily 

Under  the  First  Amendment,  the  fact  that  Senator 
Bradley  and  Representative  Stark  have  chosen  to  use 
the  tax  system  to  suppress  tobacco-related  speech, 
rather  than  attempt  to  achieve  that  goal  more  di- 
rectly, is  irrelevant.  The  Supreme  Court  has  long 
recognized  that  "speech  can  be  effectively  limited  by 
the  exercise  of  the  taxing  power"  (Speiser  v.  Randall, 
357  U.S.  513,  518  (1958))— just  as  it  can  be  limited 
by  more  direct  types  of  regulation.  Indeed,  in  a  cele- 
brated case  decided  a  half -century  ago,  the  Supreme 
Court  identified  "taxes  on  knowledge"  as  one  of  the 
primary  evils  the  First  Amendment  was  designed  to 
guard  against. 

The  Court  was  confronted  in  that  case — Grosjean 
V.  American  Press  Co.,  297  U.S.  233  (1936)— with  a 
Louisiana  tax  on  large-circulation  periodicals  imposed 
to  punish  critics  of  Governor  Huey  Long.  The  Court 
invalidated  the  tax  because,  like  the  proposed  dis- 
allowance of  deductions  for  tobacco  product  adver- 
tising, it  was  "a  deliberate  and  calculated  device  in 
the  guise  of  a  tax  to  limit  the  circulation  of  informa- 
I  tion  to  which  the  public  is  entitled."  Id.  at  250.  Like 
the  Bradley/Stark  proposals,  it  also  was  aimed  at  the 
suppression  of  disfavored  speech.  See  Minneapolis 
Star  &  Tribune  Co.  v.  Minnesota  CommW  of  Revenue, 
460  U.S.  575,  585  (1983).  See  also  Arkansas  Writ- 
ers' Project,  Inc.  v.  Ragland,  107  S.  Ct.  1722,  1726- 
28  (1987). 

The  Supreme  Court  has  twice  upheld  measures 
disallowing  tax  deductions  for  lobbying  expenses  pre- 
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cisely  because  Congress  had  not  discriminated  invid- 
iously in  such  a  way  as  to  '^aim  at  the  suppression" 
of  disfavored  ideas.  In  Regan  v.  Taxation  with  Rep- 
resentation, 461  U.S.  540  (1983),  the  Court  rejected 
a  challenge  to  provisions  of  the  Internal  Revenue 
Code  making  contributions  to  nonprofit  lobbying 
groups  nondeductible,  while  permitting  deductions 
for  contributions  to  veterans'  lobbying  groups.  The 
Court  rejected  the  challenge  on  the  ground  that  there 
was  "no  indication  that  the  statute  was  intended  to 
suppress  any  ideas  or  that  it  has  had  that  effect." 
Id.  Sit  548. 

Similarly,  in  Cammarano  v.  United  States,  358 
U.S.  498  (1959),  the  Court  upheld  a  provision  of  the 
Internal  Revenue  Code  that  disallowed  deductions  for 
lobbying  by  business  entities.  It  upheld  the  provision 
because  the  disallowance  for  lobbying  expense  deduc- 
tions by  business  groups,  which  mirrored  the  treat- 
ment of  nonprofit  groups,  was  viewpoint-neutral.  The 
statute  expressed  a  uniform  determination  by  Con- 
gress that  "everyone  in  the  community  should  stand 
on  the  same  footing  *  *  *  so  far  as  the  Treasury  of 
the  United  States  is  concerned."  Id.  at  513. 

The  Bradley/Stark  proposals  obviously  would  not 
leave  tobacco  product  manufacturers  "on  the  same 
footing"  as  other  advertisers.  Both  proposals  target 
tobacco  product  advertising  for  adverse  treatment, 
and  they  do  so  in  order  to  produce  "a  significant  co- 
ercive effect."  See  Arkansas  Writers^  Project,  107 
S.  Ct.  at  1731  (Scalia,  J.,  joined  by  Rehnquist,  C.J., 
dissenting).  Both  proposals  are  "frankly  aimed"  at 
suppressing  the  speech  of  tobacco  product  manufac- 
turers because  of  the  content  of  that  speech  {see 
American  Communications  Ass/'n  v.  Douds,  339  U.S. 
382,  402  (1950)) — a  result  that  requires  extraor- 
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dinary  justification  under  the  First  Amendment  re- 
gardless of  the  means  chosen  to  achieve  it.* 

B.  The  Bradley/Stark  Proposals  Cannot  Be  Ration- 
alized as  a  Mere  Refusal  To  ^'Subsidize"  Speech 

Even  if  the  stated  aim  of  the  Bradley/Stark  pro- 
posals were  not  to  "decrease'*  or  "end''  tobacco  prod- 
uct advertising  but  simply  to  assure  that  the  govern- 
ment shall  no  longer  "subsidize"  a  message  with 
which  it  disagrees — as  Senator  Bradley  has  suggested 
(133  Cong.  Eec.  S1616  (daily  ed.  Feb.  3,  1987))— 
the  proposals  would  violate  the  First  Amendment. 

The  "subsidy"  justification  offered  by  Senator 
Bradley  is  misconceived  for  two  reasons.  First,  it 
incorrectly  portrays  the  deduction  for  advertising 
expenses  as  a  means  by  which  the  government  sub- 
sidizes speech.  In  fact,  our  tax  system  is  based  on 
the  premise  that  only  net  income  should  be  taxed, 
with  deductions  being  permitted  for  costs  reasonably 
incurred  in  producing  that  income.  The  deduction  for 
advertising  expenses — like  deductions  for  other  or- 
dinary business  expenses — simply  implements  the  net 
income  concept.  It  no  more  provides  a  "subsidy"  for 
advertising  than  the  deduction  for  payroll  expenses 
provides  a  "subsidy"  for  the  hiring  of  workers.  Ex- 


^  In  Arkansas  Writers'  Project,  the  Court  this  April  invali- 
dated as  impermissibly  discriminatory  under  the  First  Amend- 
ment a  state  statute  that  taxed  general-interest  magazines  but 
exempted  newspapers  and  religious,  professional,  trade,  and 
sports  journals.  Although  they  disagreed  with  the  Court's 
decision.  Chief  Justice  Rehnquist  and  Justice  Scalia  agreed 
that  denial  of  participation  in  a  system  of  tax  exemptions 
would  infringe  the  First  Amendment  if  the  denial  were  de- 
signed to  produce,  or  did  produce,  "a  significant  coercive 
effect"— i.e.,  an  inhibition  of  speech.  107  S.  Ct.  at  1731. 
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pense  deductions  can  be  viewed  as  a  "subsidy"  only 
if  one  is  prepared  to  label  every  decision  not  to  im- 
pose a  particular  type  of  tax  as  a  "subsidy." 

Second,  even  if  the  advertising  expense  deduction 
could  legitimately  be  viewed  as  a  government  sub- 
sidy, that  would  not  free  the  government  to  dole  it 
out  to  speakers  with  government-approved  messages 
while  denying  it  to  speakers  with  messages  that  the 
government  does  not  like.  It  is  settled,  for  example, 
that  the  government  may  not  restrict  expression  in 
public  places — for  example,  public  streets  and  parks, 
or  public  libraries  and  universities — in  a  discrim- 
inatory manner.  Each  of  those  "public  forums"  exists 
because  of  a  government  subsidy.  Yet,  the  Supreme 
Court  has  held  repeatedly  that  the  government  can- 
not grant  or  withhold  access  to  such  forums — ^which 
may  be  said  to  constitute  a  "subsidy  in  kind"  (M. 
Yudof,  When  Government  Speaks  234  (1983)) — on 
the  basis  of  the  speaker's  message.'^ 

Similarly,  it  is  clear  that  the  government  may  not 
limit  use  of  the  mail  system  to  only  those  messages 
that  the  government  favors — even  though  the  public 
mail  service  constitutes  a  direct  public  subsidy  for 
private  communication.   See  U.S.  Posted  Service  v. 

E.g.,  Cornelius  V.  NAACP  Legal  Defense  &  EducatioTwl 
Fund,  105  S.  Ct.  3439,  3449-50,  3454-55  (1985)  ;  Perry  Edu- 
cation Ass'n  V.  Perry  Local  Educators'  Ass'n,  460  U.S.  37, 
45-46  (1983).  See  also  Board  of  Education  V.  Pico,  457  U.S. 
853,  869-72  (1982)  (plurality  opinion).  The  nation's  air- 
waves are  another  example  of  a  public  resource  that  plainly 
cannot  be  allocated  on  the  basis  of  a  speaker's  viewpoint.  See 
generally  FCC  v.  League  of  Women  Voters,  468  U.S.  364, 
376-81  (1984)  ;  CBS  V.  Democratic  Nafl  Committee,  412  U.S. 
94,  162-63  (1973)  (Douglas,  J.,  concurring)  ;  Red  Lion  Broad- 
casting Co.  v.  FCC,  395  U.S.  367,  390-91,  396  (1969)  ;  NBC 
v.  United  States,  319  U.S.  190,  226-27  (1943). 
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Council  of  Greenburgh  Civic  Assn's,  453  U.S.  114, 
141  (1981)  (White,  J.,  concurring);  Bolger  v. 
Youngs  Drug  Products  Corp.,  463  U.S.  60,  80  (1983) 
(Rehnquist,  J.,  concurring) ;  United  States  v.  Van 
Leeuwen,  397  U.S.  249,  251-52  (1970).  In  fact,  the 
Supreme  Court  has  ruled  specifically  that  the  gov- 
ernment, having  made  second-class  postal  rates  gen- 
erally applicable  to  periodical  publications,  cannot 
withhold  that  subsidy  from  a  disfavored  magazine. 
Hannegany.  Esquire,  Inc.,  327  U.S.  146,  156  (1946). 

If  the  government  must  make  these  "subsidies" 
available  on  a  content-neutral  basis,  it  plainly  also 
must  make  the  advertising  expense  deduction  avail- 
able on  a  content-neutral  basis.  The  government  may 
not  have  been  required  to  provide  the  "subsidy"  in 
the  first  place.  But  once  it  has  done  so,  the  prohibi- 
tion against  content-based  exclusions  comes  into  play. 
See,  e.g.,  Perry,  460  U.S.  at  45-46.®  Congress  may 
no  more  deny  particular  advertisers  the  advertising 
expense  deduction  on  the  basis  of  their  message  than 
it  may  deny  them  the  use  of  the  mails  or  require 
them  to  pay  uniquely  high  mailing  rates.^ 

«  Compare  Blount  v.  Rizzi,  400  U.S.  410,  416  (1971)  ("  *The 
United  States  may  give  up  the  Post  Office  when  it  sees  fit,  but 
while  it  carries  it  on  the  use  of  the  mails  is  almost  as  much 
a  part  of  free  speech  as  the  right  to  use  our  tongues.'") 
(quoting  United  States  ex  rel.  Milwaukee  Social  Democratic 
Publishing  Co.  V.  Burleson,  255  U.S.  407,  437  (1921)  (Holmes, 
J.,  dissenting) ) . 

^  The  Supreme  Court's  decision  in  Buckley  v.  Valeo,  424  U.S. 
1  (1976)  (per  curiam),  confirms  this  conclusion.  The  Court 
in  that  case  sustained  Congress's  decision  to  provide  more 
generous  funding  to  major  party  candidates  than  to  minor 
party  or  independent  candidates.  But  the  public  financing 
scheme  at  issue  in  Buckley  did  not  discriminate  among  parties 
or  candidates  on  the  basis  of  their  views.  See  id,  at  95-97. 
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C.  The  Government's  Purported  Interest  in  "Speaking 
With  One  Voice"  Cannot  Justify  the  Bradley/Stark 
Proposals 

Senator  Bradley  also  has  suggested  that  deductions 
for  tobacco  product  advertising  expenses  should  be 
disallowed  because,  when  it  comes  to  those  products, 
"the  Government  should  speak  with  one  voice" — a 
voice  that,  according  to  Senator  Bradley,  "should  un- 
equivocally say,  'smoking  will  harm  you/  "  133  Cong. 
Rec.  S1616  (daily  ed.  Feb.  3,  1987).  But  Senator 
Bradley  overlooks  the  critical  distinction  "between 
governmental  promotion  of  the  system  of  freedom  of 
expression  and  governmental  participation  in  the 
system."  Emerson,  The  Affirmative  Side  of  the  First 
Amendment,  15  Ga.  L.  Rev.  795,  799  (1981).  In 
allowing  deductions  for  advertising  expenses,  the 
government  may  be  facilitating  expression  by  private 
groups  but  it  has  not  stamped  that  expression  with 
its  own  imprimatur.  It  misses  the  mark  to  suggest, 
as  Senator  Bradley  has,  that  allowing  such  deduc- 
tions signals  governmental  support.^^ 

Under  Senator  Bradley's  rationale,  the  federal 
government,  having  chosen  to  pursue  any  policy — 
say,  farm  price  supports  or  school  lunch  subsidies — 
could  disallow  advertising  expense  deductions  for 
those  opposing  that  policy.  Having  chosen  to  encour- 
age childbirth  over  abortion  through  Medicaid  reim- 
bursement and  other  policies,  it  could  deprive  pro- 
choice  groups  of  their  tax-exempt  status,  and  then 

i«  See  Widmar  v.  Vincent,  454  U.S.  263,  274  (1981)  (public 
university,  in  allowing  private  groups  to  use  campus  facili- 
ties, "does  not  confer  any  imprimatur  of  state  approval"  on 
those  groups)  ;  Walz  V.  Tax  Commission,  397  U.S.  664,  675 
(1970)  (church  property-tax  exemption  is  not  state  "spon- 
sorship" of  religion). 


143 


disallow  deductions  by  such  groups  for  advertising 
expenses.  Having  decided  to  oppose  busing  as  a  rem- 
edy for  school  segregation,  it  could  follow  the  same 
course  with  organizations  promoting  the  use  of  that 
remedy.  Each  of  those  results  is  implicit  in  Senator 
Bradley's  innocuous-sounding  defense  of  his  bill. 
With  justifiable  irony,  ABA  President  Eugene 
Thomas  has  commented :  "I  don't  mind  that  principle 
if  you  let  me  apply  it  to  all  the  things  I  dislike.  But 
if  you  want  to  apply  it  to  the  things  you  dislike, 
then  I'm  worried." 

The  Bradley/Stark  proposals  are,  in  this  connec- 
tion, altogether  different  from  the  legislation  upheld 

"  Interview,  Advertising  Age,  Feb.  23,  1987,  p.  80.  As  noted 
above,  legislation  was  introduced  in  the  last  Congress  to  ban 
tax  deductions  for  advertising  of  alcoholic  beverages.  In  sup- 
port of  that  legislation.  Representative  Brown  used  the  same 
"subsidy**  argument  advanced  here  by  Senator  Bradley  and 
Representative  Stark.  He  also  asserted  that  "alcohol  is  Amer- 
ica's No.  1  drug  problem"  {see  131  Cong.  Rec.  E2524  (daily 
ed.  June  4,  1985)),  just  as  Senator  Bradley  has  stated  that 
"  [t]  obacco  is  the  biggest  health  hazard  facing  this  country." 
133  Cong.  Rec.  S1616  (daily  ed.  Feb.  3,  1987) . 

In  the  last  Congress,  Senator  Humphrey  proposed  an  amend- 
ment to  the  Internal  Revenue  Code  (S.  2382)  to  deny  tax 
benefits  (exempt  status  and  contribution  deductions)  to  hos- 
pitals and  other  institutions,  otherwise  tax-exempt,  that  per- 
form, finance,  or  provide  facilities  for  abortion.  An  extraor- 
dinarily broad  group  of  distinguished  tax  lawyers,  professors, 
and  former  government  officials  condemned  the  proposal  on 
the  ground  that  it  "runs  directly  counter  to  the  salutary  con- 
cept of  tax  neutrality."  Letter  to  All  Senators  from  Tax  Pro- 
fessionals, July  22,  1986.  In  their  view,  "federal  regulatory 
intervention  through  the  Internal  Revenue  Code  would  be  bad 
for  the  tax  system  and  contrary  to  the  national  interest."  Sen- 
ator Humphrey  has  reintroduced  his  bill  in  the  current  Con- 
gress as  S.  264. 
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by  the  Supreme  Court  in  Harris  v.  McRae,  448  U.S. 
297  (1980).  There  the  Court  sustained  against 
equal  protection  challenge  Congress's  decision  to  offer 
reimbursement  through  Medicaid  for  childbirth  but 
not  abortion  expenses.  But  there  was  no  evidence  in 
McRae  that  Congress  was  attempting  to  frustrate 
the  right  of  women  to  terminate  a  pregnancy  by 
abortion.  See  id.  at  317  n.l9.  And  regardless  of 
whether  the  equal  protection  guarantee  limits  the  gov- 
ernment's power  to  manipulate  the  exercise  of  fun- 
damental rights,  the  requirement  that  it  not  regulate 
speech  in  ways  that  favor  some  viewpoints  or  ideas 
over  others  is  independently  grounded  in  the  First 
Amendment.  The  Court's  suggestion  in  Regan  v. 
Taxation  with  Representation,  461  U.S.  at  548,  that 
it  would  invalidate  a  tax  discriminating  among 
groups  on  the  basis  of  their  views  confirms  that  its 
approach  in  McRae  is  inapplicable  where  First 
Amendment  rights  are  at  issue.^ 
«     ♦     «  * 

In  sum,  the  means  chosen  in  the  Bradley/Stark 
bills  to  curtail  speech,  manipulation  of  the  tax  sys- 
tem, does  not  affect  the  bills'  status  under  the  First 
Amendment.  The  protections  of  the  First  Amend- 
ment do  not  depend  upon  the  sophistication  of  the 
means  chosen  to  accomplish  an  impermissible  result. 

^2  Three  of  the  dissenters  in  McRae  foreshadowed  this  when 
they  observed : 

"Surely  the  Government  could  not  provide  free  transpor- 
tation to  the  polling  booths  only  for  those  citizens  who 
vote  for  D^ocratic  candidates,  even  though  the  failure 
to  provide  the  same  benefit  to  Republicans  'represents 
simply  a  refusal  to  subsidize  certain  protected  conduct/  " 
448  U.S.  at  336i  n.6  (Brennan,  J.,  joined  by  Marshall  & 
Blackmun,  JJ.,  dissenting). 
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11.  THE  FIRST  AMENDMENT  LIMITS  CONGRESS'S 
POWER  TO  BURDEN  OR  INHIBIT  COMMERCIAL 
SPEECH 

Since  the  Bradley/Stark  proposals  would  trigger 
First  Amendment  scrutiny  as  an  attempt  to  curtail 
commercial  speech,  the  proposals  would  be  subject  to 
analysis  under  the  Supreme  Court's  governing  test 
for  restrictions  on  such  speech. 

A.  Development  of  the  Commercial  Speech  Doctrine 

Before  1976,  commercial  speech  was  considered  by 
the  courts  to  be  outside  the  ambit  of  the  First  Amend- 
ment. Then,  in  Virginia  State  Board  of  Pharmacy  v. 
Virginia  Citizens  Consumer  Council,  Inc.,  425  U.S. 
748  (1976),  the  Supreme  Court  announced  a  new 
principle^ — truthful  speech  proposing  lawful  commer- 
cial transactions  is  protected  by  the  First  Amend- 
ment.^ Since  then,  it  has  applied  the  principle  to 
invalidate  a  wide  variety  of  restrictions  on  commer- 
cial speech.^* 

^3  Applying  the  principle  in  that  case,  the  Supreme  Court 
invalidated  a  state  law  forbidding  licensed  pharmacists  to 
advertise  the  prices  of  prescription  drugs.  This  decision  was 
foreshadowed  by  the  Court's  holding  in  Bigelow  v.  Virginia, 
421  U.S.  809  (1975),  that  a  state  may  not  forbid  advertise- 
ments announcing  the  availability  of  legal  abortions. 

1^  The  Court  has  invalidated  a  township  ordinance  forbidding 
the  posting  of  "For  Sale"  and  "Sold"  signs  in  residential 
neighborhoods  to  stem  "white  flight"  (Linmark  Associates, 
Inc.  V.  Township  of  Willinghoro,  4S1  U.S.  85  (1977));  to 
strike  down  a  state  law  banning  the  advertising  and  display 
of  contraceptives  (Carey  v.  Population  Services  International, 
431  U.S.  678  (1977) )  and  a  federal  law  forbidding  the  mailing 
of  unsolicited  advertisements  for  contraceptives  (Bolger  v. 
Youngs  Drug  Products,  463  U.S.  60  (1983));  to  invalidate 
various  state-law  restrictions  on  advertising  by  lawyers 
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In  two  cases,  the  Court  has  sustained,  or  indicated 
that  it  would  sustain,  laws  that  limit  the  media 
through  which  advertisers  may  promote  their  prod- 
ucts.^^  But  in  upholding  such  restrictions,  the  Court 
placed  great  weight  on  the  fact  that  they  applied  to 
all  speakers,  regardless  of  their  message;  it  was  the 
medium,  not  the  message,  that  gave  offense/^  In  no 
case  since  1976 — except  in  the  recent  Posadas  case" 
— ^has  the  Court  approved  a  restriction  on  commercial 
speech  ''unless  the  expression  itself  was  flawed  in 
some  way,  either  because  it  was  deceptive  or  related 
to  unlawful  activity/'  ^ 

Before  further  discussion  of  Posadas,  however,  it 
may  be  well  to  understand  the  two  core  values  that 
led  the  Court  to  extend  the  First  Amendment's  pro- 
tections to  commercial  speech,  and  to  review  the  pre- 
vailing First  Amendment  test  for  restrictions  on 
commercial  speech,  which  Posadas  reaffirmed. 


{Zauderer  v.  Office  of  Disciplinary  Counsel,  471  U.S.  626 
(1985)  ;  In  re  R.MJ.,  455  U.S.  191  (1982) ;  Bates  v.  State 
Bar,  433  U.S.  350  (1977)) ;  and  to  disapprove  a  state  public 
service  commission  regulation  banning  promotional  adver- 
tising by  electric  utilities  (Central  Hudson  Gas  &  Electric  Co. 
V.  PSC,  447  U.S.  557  (1980)).  See  also  Lowe  v.  SEC,  472 
U.S.  181,  234-36  (1985)  (White,  J.,  joined  by  Burger,  C.J., 
and  Rehnquist,  J.,  concurring)  (investment  advice  newsletter) . 

15  City  of  Los  Angeles  v.  Taxpayers  for  Vincent,  466  U.S. 
789  (1984) ;  Metromedia,  Inc.  V.  City  of  San  Diego,  45S  U.S. 
490  (1981). 

1^  Taxpayers  for  Vincent,  466i  U.S.  at  804-05 ;  Metromedia^ 
Inc,  453  U.S.  at  505-12. 

Posadas  V.  Tourism  Company  of  Puerto  Rico,  106  S.  Ct. 
2968  (1986). 

18  Central  Hudson,  447  U.S.  at  566  n.9. 
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First,  we  live  in  a  society  that  does  not  tolerate 
information  rationing  by  government — ^government 
attempts  to  manipulate  our  behavior  by  curtailing  our 
access  to  information  and  ideas.^*  Whether  the  speech 
involved  is  "commercial''  or  "noncommercial"  in  na- 
ture, the  First  Amendment  condemns  paternalistic 
efforts  by  government  to  advance  our  welfare  by 
keeping  us  in  the  dark,  shielding  us  from  viewpoints 
with  which  it  disagrees  and  from  information  that  it 
does  not  like.  "It  is  precisely  this  kind  of  choice, 
between  the  dangers  of  suppressing  information,  and 
the  dangers  of  its  misuse  if  it  is  freely  available, 
that  the  First  Amendment  makes  for  us."  ^ 

Second,  "commercial  speech  serves  to  inform  the 
public  of  the  availability,  nature,  and  prices  of  prod- 
ucts and  services,  and  thus  performs  an  indispensable 
role  in  the  allocation  of  resources  in  a  free  enterprise 
system." 

"So  long  as  we  preserve  a  predominantly  free 
enterprise  economy,  the  allocation  of  our  re- 
sources in  large  measure  will  be  made  through 
numerous  private  economic  decisions.  It  is  a 
matter  of  public  interest  that  those  decisions,  in 
the  aggregate,  be  intelligent  and  well  informed. 
To  this  end,  the  free  flow  of  commercial  infor- 
mation is  indispensable."  Virginia  State  Board 
of  Pharmacy,  425  U.S.  at  765. 


Central  Hudson,  447  U.S.  at  578  (concurring  opinion). 
See  Linmarky  431  U.S.  at  96;  Carey,  431  U.S.  at  701;  Metro- 
media, 453  U.S.  at  505  ;  Bolger,  463  U.S.  at  79  (Rehnquist,  J., 
joined  by  O'Connor,  J.,  concurring  in  judgment) . 

20  See  Virginia  State  Board  of  Pharmacy,  425  U.S.  at  770. 

2iBa«es,443U.S.at364. 
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Because  these  twin  values — one  political,  the  other 
economic — are  so  fundamental  to  our  system,  the  Su- 
preme Court  has  not  hesitated  to  invalidate  restric- 
tions on  commercial  speech  even  when  the  asserted 
justification  for  the  restriction  was  substantial.^ 
Posadas  indicates  that  not  every  commercial  speech 
restriction  interfering  with  these  First  Amendment 
values  automatically  will  be  invalidated  on  that  basis. 
But  nothing  in  Posadas  reasonably  can  be  interpreted 
as  signaling  the  Court's  rejection  of  those  basic  values 
— or  as  permitting  a  legislature  or  reviewing  court  to 
ignore  them  in  considering  restrictions  on  speech. 

B.  The  Invalidity  of  the  Bradley/Stark  Proposals 
Under  Central  Hudson 

Reaffirming  its  commitment  to  the  core  values  that 
underlie  the  First  Amendment  protection  afforded 
commercial  speech,  the  Court  in  Central  Hudson  ar- 
ticulated a  four-part  test  for  assessing  the  validity 
of  restrictions  on  such  speech : 

*^At  the  outset,  we  must  determine  whether  the 
expression  is  protected  by  the  First  Amendment. 
For  commercial  speech  to  come  within  that  pro- 
vision, it  at  least  must  concern  lawful  activity 
and  not  be  misleading.  Next,  we  ask  whether 
the  asserted  governmental  interest  is  substantial. 
If  both  inquiries  yield  positive  answers,  we  must 
determine  whether  the  regulation  directly  ad- 
vances the  governmental  interest  asserted,  and 
whether  it  is  not  more  extensive  than  is  neces- 
sary to  serve  that  interest."  447  U.S.  at  566. 

It  is  clear  that  tobacco  product  advertising  con- 
cerns a  lawful  activity — an  activity  that  has  been 

22  E.g,,  Linmark,  431  U.S.  at  94;  Central  Hudson,  447  U.S. 
at  571. 
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lawful  throughout  the  country  for  many  years  (un- 
like casino  gambling  or  prostitution) .  Likewise,  such 
advertising  is  not  inherently  misleading.^  Thus,  to- 
bacco product  advertising  qualifies  for  protection 
under  the  first  prong  of  the  Central  Hvdson  test. 
Assuming  for  purposes  of  this  discussion  (and  only 
for  purposes  of  this  discussion)  that  the  Bradley/ 
Stark  proposals  aim  to  serve  a  "substantial"  govern- 
ment purpose — the  second  prong  of  Central  Hudson 
— the  proposals  still  could  not  survive  a  First  Amend- 
ment challenge  because  they  would  not  satisfy  the 
other  two  elements  of  the  Central  Hvdson  test. 

1.  The  Proposals  Are  Unlikely  To  Achieve  Their 
Stated  Purpose 

The  suppression  of  advertising  sought  by  Senator 
Bradley  and  Representative  Stark  would  not  "directly 
advance"  the  asserted  governmental  interest — curtail- 
ing the  use  of  tobacco  products. 

23  Senator  Bradley  has  suggested  that  cigarette  advertising 
may  be  deceptive  by  virtue  of  the  themes  and  images  it  em- 
ploys (133  Cong.  Rec.  S1616  (daily  ed.  Feb.  3,  1987) ),  but  the 
Tenth  and  Fifth  Circuit  Courts  of  Appeals  have  rejected  a 
comparable  justification  for  bans  on  liquor  advertising.  Okla- 
homa Telecasters  Association  v.  Crisp,  699  F.2d  490,  500  & 
n.9  (10th  Cir.  1983),  rev'd  on  other  grounds,  467  U.S.  691 
(1984)  ;  Dunagin  V.  City  of  Oxford,  718  F.2d  738,  743  (5th 
Cir.  1983)  (en  banc),  cert,  denied,  467  U.S.  1259  (1984). 
Significantly,  the  FTC  has  emphasized  that  "it  is  in  the  public 
interest  to  promote  the  dissemination  of  truthful  information 
concerning  cigarettes  which  may  be  material  and  desired  by 
the  consuming  public."  FTC  Cigarette  Advertising  Guides, 

4  Trade  Reg.  Rep.  (CCH)  1139,012.70,  p.  41,603.  Section 

5  of  the  FTC  Act,  15  U.S.C.  §  45,  forbids  "false"  or  "decep- 
tive" commercial  acts  or  practices,  and  the  FTC  is  empowered 
to  pursue  those  who  violate  that  prohibition. 
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The  available  evidence  indicates  that  advertising 
♦expenditures  do  not  significantly  affect  large,  mature 
consumer  markets  other  than  at  the  brand  level.  The 
evidence  also  shows  that  tobacco  advertising  serves 
primarily  as  a  vehicle  for  intense  interbrand  rivalry. 
The  avowed  purpose  and  demonstrated  effect  of  such 
advertising  is  to  prompt  people  who  already  smoke 
to  shift  brands,  or  to  remain  loyal  to  the  brand  being 
advertised,  rather  than  to  attract  new  smokers.^*  In 
its  1987  Annual  Eeport  to  the  President,  the  Council 
of  Economic  Advisors  stated  : 

"There  is  little  evidence  that  advertising  results 
in  additional  smoking.  As  with  many  products, 


^^E.g,,  M.J.  Waterson,  Advertising  and  Cigarette  Con- 
sumption 12-14  (1983).  Reviewing  the  literature  in  1971^ 
Judge  Skelly  Wright  stated:  "While  cigarette  advertising  is 
apparently  quite  effective  in  inducing  brand  loyalty,  it  seems 
to  have  little  impact  on  whether  people  in  fact  smoke."  Capital 
Broadcasting  Co.  v.  Mitchell,  33S  F.  Supp.  582,  588  (D.D.C. 
1971)  (3-judge  court)  (dissenting  opinion)  (footnote 
omitted),  aff'd  mem,,  405  U.S.  1000  (1972).  The  Surgeon 
General,  in  a  1979  report,  agreed  that  "the  major  action  of 
cigarette  advertising  now  seems  to  be  to  shift  brand  prefer- 
ences, to  alter  market  share  for  a  particular  brand."  Smoking 
&  Health:  A  Report  of  the  Surgeon  General  18-23  (1979). 

Extensive  expert  testimony  to  the  same  effect  was  pre- 
sented in  congressional  subcommittee  hearings  in  August  1986. 
Advertising  of  Tobacco  Products:  Hearings  before  the  Sub- 
comm.  on  Health  and  the  Environment  of  the  House  Comm. 
on  Energy  and  Commerce,  99th  Cong.,  2d  Sess.  640,  708,  666, 
811  (1986)  ("1986  Hearings")  (statements  of  Dr.  J.J.  Bod- 
dew3ni.  Dr.  Roger  D.  Blackwell,  Dr.  Scott  Ward,  and  Michael 
J.  Waterson).  See  also  Advertising  of  Tobacco  Products: 
Hearing  before  the  Subcommittee  on  Transportation,  Tourism 
and  Hazardous  Materials  of  the  House  Comm.  on  Energy  and 
Commerce,  100th  Cong.,  1st  Sess.  (1987)  ("April  1987  Hear- 
ing") (statement  of  Howard  H.  Bell,  President,  American 
Advertising  Federation). 
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advertising  mainly  shifts  consumers  among 
brands."  ^ 

In  fact,  tobacco  product  consumption  actually  has 
increased  in  most  countries  in  which  cigarette  adver- 
tising has  been  banned.^ 

25  Economic  Report  of  the  President  1S6  (1987). 

^^Waterson,  supra,  at  17-18;  Int'l  Advertising  Ass*n,  To- 
bacco Advertising  Bans  and  Consumption  in  16  Countries  (J. 
Boddewyn  2d  ed.  1986).  See  also  Economic  Report  of  the 
President,  supra,  at  186  ("Evidence  from  other  countries 
suggests  that  banning  tobacco  advertising  has  not  discouraged 
smoking.").  Noting  this  fact,  FTC  Chairman  Daniel  Oliver 
has  testified  in  Congress  that  an  advertising  ban  is  unlikely  to 
reduce  tobacco  consumption.  April  1987  Hearing,  supra,  Tr. 
15-16.  See  also  "FTC  Chief  Opposes  Ad  Limits,"  Advertising 
Age,  Nov.  17,  1986,  p.  103  (interview  with  Daniel  Oliver). 
Elizabeth  Whelan  of  the  American  Council  on  Science  and 
Health — an  outspoken  opponent  of  the  tobacco  industry — like- 
wise has  stated  that  an  advertising  ban  would  "probably  not" 
reduce  cigarette  consumption  in  this  country.  Whelan,  "Sec- 
ond Thoughts  on  a  Cigarette-Ad  Ban,"  Wall  St  J,,  Dec.  18, 
1985,  at  28,  col.  6. 

Proponents  of  tobacco  product  advertising  restrictions  claim 
that  in  both  Norway  and  Sweden  there  are  fewer  persons 
using  tobacco  now  than  when  those  countries  allowed  tobacco 
product  advertising.  But  the  incidence  of  smoking  among 
adults  overall  had  begun  to  decline  in  Norway  before  adver- 
tising was  banned  in  1975,  and  stabilized  after  the  ban  was 
imposed.  In  Sweden,  cigarette  advertising  has  not  been  com- 
pletely banned,  and  in  any  event  the  incidence  of  smoking 
among  adults  also  had  begun  to  decline  before  special  restric- 
tions were  imposed  in  1979.  As  in  Norway,  the  decline  in 
smoking  among  adults  in  Sweden  was  more  pronounced  be- 
fore special  advertising  restrictions  were  imposed  than  after- 
ward. Tobacco  Advertising  Bans,  supra,  at  22,  28.  In  1984, 
nine  years  after  the  advertising  ban  was  imposed  in  Norway, 
the  proportion  of  all  adult  smokers  in  that  country  (42  per- 
cent) was  still  more  than  one-third  higher  than  the  propor- 
portion  of  aJl  adult  smokers  in  the  United  States  (about  31 
percent) . 
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The  available  evidence  also  indicates  that  adver- 
tising is  not  a  significant  influence  on  the  decision 
by  young  people  to  smoke.  Indeed,  advertising  ap- 
parently is  one  of  the  least  significant  factors  so  far 
as  smoking  by  teenagers  is  concemed.^^  A  recent 
five-country  study  discloses  that  the  incidence  of 
smoking  among  young  people  is  in  fact  higher  in 
many  places  where  advertising  is  banned  or  restricted 
than  where  it  is  not.^ 


Waterson,  supra,  at  26-27 ;  1986  Hearings,  supra  (states 
ments  of  Roger  D.  Blackwell  and  Dr.  J.  J.  Boddewyn).  Dr. 
Mortimer  B.  lipsett,  Director  of  NIH's  National  Institute  of 
Child  Health  and  Human  Development,  testified  in  1983  that 
"[t]he  most  forceful  determinants  of  smoking  are  parents, 
peers,  and  older  siblings."  Smoking  Prevention  Education 
Act:  Hearings  on  H.R.  182^  before  the  Subcomm.  on  Health 
and  Environment  of  the  Home  Comm.  on  Energy  and  Com- 
merce, 98th  Cong.,  1st  Sess.  53  (1983).  Even  Michael  Pert> 
schuk,  long  an  advocate  of  severe  cigarette  advertising  restric- 
tions, told  a  Harvard  seminar  in  April  1983 : 

"No  one  really  pretends  that  advertising  is  a  major  de- 
terminant of  smoking  in  this  country  or  any  other.  *  *  * 
Smoking  is  such  a  complex  form  of  behavior,  and  there 
are  so  many  factors  which  affect  smoking  in  this  society — 
it  is  very  difficult  to  isolate  any  particular  one." 
Tobacco  Issu^,  Institute  of  Politics,  Harvard  University, 
April  27,  1983,  Tr.  8-9. 

2s  Int'l  Advertising  Ass'n,  Why  Do  Juveniles  Start  Smok- 
ing? (J.  Boddewyn  ed.  198G).  In  Norway,  for  example,  11 
years  after  a  total  advertising  ban  was  imposed,  the  propor- 
tion of  7-15  year-olds  who  smoke  regularly  (13  percent) 
was  nearly  twice  as  high  as  in  Spain  (7  percent) ,  where  only 
minor  advertising  restrictions  were  in  effect,  and  more  than 
four  times  as  high  as  in  Hong  Kong  (3  percent),  where  no 
advertising  controls  existed.  Id.  at  9.  In  Norway,  36  percent 
of  all  15  year-olds  smoked  in  1986,  while  in  Spain  the  figure 
was  27  percent  and  in  Hong  Kong  the  figure  was  11  percent. 
Id.  at  11.  See  also  1986  Hearings,  supra  (statement  of  Dr, 
Boddewyn) . 
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Those  responsible  for  the  Central  Hudson  and  Po- 
sadas challenges  made  no  showing  that  the  primary 
purpose  and  effect  of  the  advertising  in  question  was 
to  promote  competition  rather  than  increase  overall 
demand.  They  also  made  no  showing  that  restricting 
such  advertising  was  not  an  effective  means  of  damp- 
ening demand.  It  therefore  was  perhaps  reasonable 
for  the  majority  simply  to  assume  that  the  utility  in 
Central  Hudson^  and  the  casino  in  Posadas,  would  not 
have  challenged  the  advertising  restrictions  at  issue 
unless  those  restrictions  served  to  dampen  demand.^ 
But  tobacco  product  advertising,  like  advertising  in 
other  mature,  adult  markets,  plays  an  entirely  differ- 
ent role.  For  the  reasons  noted,  the  Bradley/Stark 
proposals  would  serve  only  to  impede  competition 
rather  than  reduce  demand.  That  is  not  a  legitimate 
governmental  purpose  that  would  support  severe  re- 
strictions on  speech."* 

2.  The  Bradley /Stark  Proposals  Would  Not  Satisfy 
the  Least  Restrictive  Means  Element  of  the 
Central  Hudson  Test 

The  Bradley/Stark  proposals  also  would  not  satisfy 
the  fourth  and  final  prong  of  the  Central  Hudson  test 


^^See  Posadas,  106  S.  Ct.  at  2977;  Central  Hudson,  447 
U.S.  at  569. 

In  May  1986,  a  federal  district  court  struck  down  Okla- 
homa's alcoholic  beverage  advertising  ban  under  the  Equal 
Protection  Clause  of  the  Fourteenth  Amendment  as  an  in- 
effective and  therefore  irrational  means  of  achieving  the 
state's  asserted  goals.  Oklahoma  Broadcasters  Ass'n  v.  Crisp, 
No.  CIV-81-1756-W  (W.D.  Okla.  May  30, 1986).  The  Bradley/ 
Stark  proposals  would  suffer  the  same  infirmity. 
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— ^that  restrictions  on  commercial  speech  be  no  "more 
extensive  than  is  necessary"  to  serve  the  government's 
asserted  interest.  Notwithstanding  Posadas,  propo- 
nents would  be  required  to  defend  the  Bradley/Stark 
measures  as  "narrowly  crafted"  to  serve  their  as- 
serted purpose,  and  to  establish  that  their  goals  could 
not  adequately  be  served  by  any  less  restrictive 
means/^  Obviously,  restrictions  designed  to  suppress 
truthful  tobacco  product  advertising  by  making  it  in- 
ordinately expensive  could  not  be  defended  as  "nar- 
rowly crafted"  or  as  the  "least  restrictive"  means  of 
achieving  any  legitimate  governmental  purpose.  For 
if  a  perceived  problem  can  be  addressed  by  providing 
more  information,  that  alternative  is  by  definition  less 
restrictive  than  an  alternative  limiting  communica- 
tion.^ 


tion  of  all  adult  smokers  in  the  United  States  (about  31 
percent) . 

^^Zauderer,  471  U.S.  at  644,  647-49,  651-52  n.l4;  accord, 
e.g.,  Bolger,  463  U.S.  at  80  (Rehnquist,  J.,  joined  by  O'Connor, 
J.,  concurring  in  judgment)  ;  Lowe,  472  U.S.  at  234-36  (White, 
J.,  joined  by  Burger,  C.J.,  and  Rehnquist,  J.,  concurring  in 
result) . 

^2  See  generally  Note,  "The  First  Amendment  and  Legisla^ 
tive  Bans  of  Liquor  and  Cigarette  Advertising,"  85  Colum.  L. 
Rev.  632  (1985).  In  case  after  case,  the  Supreme  Court  has 
emphasized  that  "the  preferred  remedy  is  more  disclosure, 
rather  than  less."  Bates,  433  U.S.  at  375.  Time  and  again, 
the  Court  has  applied  Justice  Brandeis's  famous  dictum 
that  "the  fitting  remedy  for  evil  counsels  is  good  ones." 
Whitney  V.  California,  274  U.S.  357,  375  (1927)  (concurring 
opinion  joined  by  Holmes,  J.).  See  Virginia  State  Board  of 
Pharmacy,  425  U.S.  at  771  n.2:4;  Zauderer,  471  U.S.  at  650- 
52;  Central  Hudson,  447  U.S.  at  570-71;  Linmark,  431  U.S. 
at  97. 
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For  this  reason,  the  denial  of  tax  deductions  for 
tobacco  product  advertising  expenses,  judged  by  the 
Supreme  Court's  long-established  commercial  speech 
doctrine,  would  fail  the  fourth  prong  of  the  Central 
Hudson  test.  The  proposed  denial  of  tax  deductions 
would  fail  this  prong  of  the  Central  Hudson  test  even 
if  it  did  not  result  in  eliminating  such  advertising 
altogether.  For  the  test  of  a  proposed  restriction  on 
commercial  speech  is  not  whether  it  is  less  restrictive 
than  some  more  drastic  measure  but  whether  it  is  less 
restrictive  than  other  approaches  that  would  address 
its  sponsors'  concerns  through  increased  information.^ 

^  Indeed,  four  Justices  have  expressed  the  view  that  if 
"more  speech"  cannot  curtail  demand  for  or  use  of  a  product 
the  g"overment*s  only  recourse  is  to  attack  the  perceived  prob- 
lem openly  and  directly — by  forbidding  or  restricting  use  of 
the  product — not  by  coerced  silence.  See  Central  Hudson,  447 
U.S.  at  573-79  (Blackmun,  J.,  joined  by  Brennan,  J.,  con- 
curring in  judgment) ;  id,  at  581  (Stevens,  J.,  joined  by 
Brennan,  J.,  concurring  in  judgment)  ;  Posadas,  106  S.  Ct. 
at  2980  (Brennan,  J.,  joined  by  Marshall  &  Blackmun,  JJ., 
dissenting) . 

Recently  enacted  federal  legislation  already  requires  ciga- 
rette advertising  to  carry  four  rotating  health  messages.  This 
legislation  also  directs  the  Secretary  of  Health  and  Human 
Services  to  establish  and  carry  out  a  broad  program  to  edu- 
cate the  public  with  respect  to  "any  dangers  to  human  health 
presented  by  cigarette  smoking."  Comprehensive  Smoking 
Education  Act,  Pub.  L.  No.  98-474,  §3(a),  98  Stat.  2200 
(1984)  (codified  at  15  U.S.C.  §  1341(a)).  Similar  legislation 
has  been  enacted,  even  more  recently,  for  smokeless  tobacco 
products.  Comprehensive  Smokeless  Tobacco  Health  Educa- 
tion Act,  Pub.  L.  No.  99-252,  §2 (a),  100  Stat.  30  (1986) 
(codified  at  15  U.S.C.  §  4401  (a) ) .  The  Bradley/Stark  pro- 
posals seem  particularly  ironic  and  ill-timed  in  view  of  this 
recent  action  by  Congress. 

The  Supreme  Court  has  yet  to  define  the  precise  extent  of 
the  government's  authority  to  require  advertising  to  include 
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C.  The  Significance  of  Posadas 

In  the  light  of  this  discussion,  it  should  be  apparent 
that  Justice  Rehnquist's  opinion  for  the  5-4  majority 
in  Posadas  is  unlikely  to  provide  a  basis  for  sustain- 
ing the  Bradley/Stark  cigarette  advertising  proposals. 
The  Posadas  decision  cannot  be  understood  clearly,  or 
be  reconciled  with  the  Supreme  Court's  other  com- 
mercial speech  decisions,  without  appreciating  its  sig- 
nificance as  a  case  from  Puerto  Rico — a  jurisdiction 
with  a  "unique  cultural  and  legal  history"  (106  S.  Ct. 
at  2976  n.6)  and  a  politically  delicate  relationship  be- 
tween Puerto  Rico  and  the  United  States.  As  Hector 
Reichard,  Jr.,  a  former  Attorney  General  of  Puerto 
Rico,  has  observed,  "the  Supreme  Court  often  says 
that  it  applies  the  same  constitutional  principles  to  us 
as  it  does  to  Congress  and  the  States.  But  in  reality 
it  is  far  more  reluctant  to  interfere  in  our  affairs." 

Specifically,  the  Court  in  Posadas  was  confronted 
with  a  situation  in  which  Puerto  Rico,  whose  economy 
depends  heavily  on  tourist  dollars,  had  elected  to 
stimulate  this  source  of  revenue  by  legalizing  an  ac- 
tivity that  had  long  been  illegal — casino  gambling. 
But  it  did  not  want  to  encourage  its  own  citizens  to 
engage  in  that  "sophisticated"  activity.  106  S.  Ct.  at 
2977  (quoting  Superior  Court  opinion).  Had  economic 
circumstances  not  required  Puerto  Rico  to  try  to  at- 
tract tourists  by  making  casino  gambling  legal,  it  is 

warnings  or  disclosures  but  it  has  made  clear  that  some  dis- 
closure requirements  may  be  impermissible.  Zauderer,  471 
U.S.  at  651.  Cf.  PG&E  v.  PUC,  106  S.  Ct.  903  (1986)  (re^ 
quirement  that  utility  include  messages  of  its  adversaries  in  its 
monthly  billing  envelopes  violates  the  First  Amendment). 

^  Statement  to  the  ABA  House  of  Delegates  on  behalf  of  the 
Joint  ABA/ANPA  Task  Force,  Feb.  16, 1987,  p.  3. 
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unlikely  that  it  would  have  decriminalized  the  activity 
at  all.  The  Posadas  majority  was  understandably  re- 
luctant to  upset  this  arrangement.  To  suppose  that  a 
majority  of  the  Court  would  harbor  a  comparable  re- 
luctance when  reviewing  legislation  designed  to  sup- 
press speecli  throughout  the  United  States  is  to  sever 
Posadas  from  its  essential  moorings.®^ 

Moreover,  the  advertising  restrictions  at  issue  in 
Posadas  were  restrictions  in  name  only.  Since  the  re- 
strictions focused  on  the  audience  to  whom  casino- 
gambling  advertisements  were  "addressed,"  and  not 
the  audience  they  reached,  the  Court  in  Posadas  was 
not  in  fact  faced  with  advertising  controls  that,  if 
approved,  actually  would  keep  people  in  ignorance.^* 
The  illustory  quality  of  the  Posadas  restrictions  un- 
doubtedly goes  far  to  explain  the  majority's  readiness 
to  defer  to  Puerto  Rico's  judgment  as  to  the  appropri- 

^5  The  majority's  special  reluctance  to  interfere  in  Puerto 
Rico's  affairs  is  illustrated  both  by  its  pointed  reference  to 
Puerto  Rico's  "unique  cultural  and  legal  history"  (106  S.  Ct.  at 
2976  n.6)  and  by  its  willingness  to  accept  Puerto  Rico's  asser- 
tion that  there  was  no  inconsistency  in  the  Commonwealth's 
decision  to  allow  advertising  for  horse-racing,  cockfighting, 
small  games  of  chance  at  fiestas,  and  the  lottery — while  for- 
bidding casino-gambling  advertising.  Puerto  Rico  justified 
this  anomalous  posture  on  the  ground  that  those  less  "sophis- 
ticated" forms  of  gambling  "have  been  traditionally  part  of 
the  Puerto  Rican's  roots."  106  S.  Ct.  at  2977  (quoting  Su- 
perior Court  opinion).  It  is  scarcely  conceivable  that  the 
Posadas  majority  would  have  accepted  such  a  patronizing 
assertion  from  New  Jersey  or  Nevada — or  from  Congress. 

Counsel  for  Puerto  Rico  stated  during  oral  argument  in 
the  Supreme  Court  that  casino  advertising  in  a  Spanish- 
language  daily  with  99-percent  local  circulation  would  be  per- 
mitted so  long  as  the  advertising  "is  addressed  to  tourists 
and  not  to  residents."  Oral  Arg.  Tr.  26. 


158 


ateness  of  those  restrictions.   Because  the  Posadas  j 

restrictions  by  their  nature  could  not  manipulate  con-  i 

sumer  behavior  by  suppressing  information,  that  as-  ' 

pect  of  the  majority's  opinion  in  Posadas  represents  | 

at  bottom  a  brand  of  dicta — unusual  dicta  but  dicta  | 

nonetheless.  i 

! 

Finally,  as  discussed  above,  there  was  no  showing 

in  Posadas  that  casino  gambling  advertising  ad-  j 

dressed  to  Puerto  Ricans  would  serve  any  function  I 

except  to  stimulate  overall  gambling  activity.  It- was  I 

not  argued  that  such  advertising  simply  constitutes  | 

a  means  by  which  one  casino  seeks  to  attract  cus-  i 

tomers  from  other  casinos  and  keep  its  existing  pa-  i 
trons  loyal.   In  such  circumstances  it  was  perhaps 
understandable  for  the  Posadas  majority  to  assume 
that  the  casino  in  that  case  would  not  have  litigated 

the  case  "all  the  way"  to  the  Supreme  Court  (106  i 

S.  Ct.  at  2977)  unless  the  advertising  restrictions  in  | 
question  would  operate  to  reduce  demand — and  to 

assume  that  the  Puerto  Rico  Legislature,  in  enacting  | 

the  restrictions,  shared  this  view.    The  Court  in  ! 

Posadas  did  not  face  a  record — as  it  would  in  the  ' 

case  of  tobacco  product  advertising — demonstrating  ; 

that  the  advertising  at  issue  served  primarily  as  a  j 

vehicle  for  competition  rather  than  to  promote  de-  i 

mand.^^  ! 


In  sustaining  the  casino-gambling  advertising  restric- 
tions, the  Posadas  majority  pointed  to  other  limited  adver- 
tising restrictions,  including  the  ban  on  cigarette  advertising 
in  the  electronic  media.  106  S.  Ct.  at  2980  n.lO.  Justice 
Rehnquist  cited  these  other  limited  restrictions  to  illustrate 
his  suggestion  that  a  legislature  may  curb  advertising  of 
products  or  services  whose  sale  it  could  prohibit.  However, 
this  suggestion  was  dicta,  unnecessary  to  the  holding  in  the 
case.   See  Congressional  Research  Service,  "The  Proposed 
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Professor  Philip  B.  Kurland  of  the  University  of 
Chicago  Law  School  has  cautioned  that  Posadas 
should  not  be  relied  upon  because  its  reasoning,  if 
taken  at  face  value,  "is  so  inconsistent  with  every- 
thing that  has  gone  before."®^  His  caution  is  well- 
founded.  If  one  interprets  the  narrow  majority  opin- 
ion in  Posadas  as  deciding  that  the  government  has 
virtually  unlimited  power  to  suppress  truthful  speech 
concerning  lawful  products  and  services  as  long  as 
there  is  no  constitutionally  protected  right  to  pur- 
chase the  products  or  services  themselves,  then  almost 
all  of  the  Court's  commercial  speech  decisions  since 
1976  would  now  be  open  to  reconsideration.  Such 
analysis  would  militate  in  favor  of  sustaining,  not 
invalidating,  the  advertising  restrictions  at  issue  in 
those  cases,  since  the  underlying  activity  in  most  of 
the  cases  was  not  constitutionally  protected. 

As  Assistant  Attorney  General  Charles  J.  Cooper 
has  noted,  "it  is  unusual  for  the  Court  to  effect  such 

Prohibition  on  Advertising  Tobacco  Products:  A  Constitu- 
tional Analysis,"  pp.  15-16,  19  (Dec.  30,  1986).  Moreover, 
the  suggestion  has  been  widely  criticized  as  untenable  by  the 
most  eminent  constitutional  scholars.  E.g.,  N.Y.  Times,  Feb. 
22,  1987,  §  E,  p.  9  (interview  with  Professor  Philip  B,  Kur- 
land) ;  Professor  William  Van  Alstyne,  letter  dated  Jan.  25, 
1987,  to  Eugene  Thomas,  ABA  President,  and  ABA  Board  of 
Governors.  Justice  Rehnquist  also  cited  the  cigarette  ad- 
vertising ban  in  the  electronic  media  as  an  example  of  a  case 
in  which  the  legislature  had  "conclude  [d]"  that  more  speech 
would  not  curtail  consumption  of  a  controversial  product  or 
service.  106  S.  Ct.  at  2978.  As  discussed  above,  however, 
the  available  evidence,  gathered  in  the  17  years  since  Congress 
banned  cigarette  advertising  from  the  electronic  media, 
demonstrates  that  bans  do  not  curtail  consumption  of  tobacco 
products. 

»8  Interview,  N.Y.  Times,  Feb.  22,  1987,  §  E.  d.  9. 
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a  dramatic  break  with  precedent  without  some  ex- 
planation." ®^  The  Court  in  Posadas  did  not  purport 
to  overrule  its  prior  cases  in  the  area.  To  the  con- 
trary, the  majority  expressly  reaffirmed  the  Central 
Hudson  principles,  which  assure  protection  of  the 
basic  values  that  led  the  Court  to  extend  the  First 
Amendment's  guarantees  to  commercial  speech  in 
1976.  Absent  a  clear  statement  from  the  Court  that 
Central  Hudson  is  no  longer  good  law,  the  majority 
opinion  in  Posadas  must  be  viewed  in  the  sensitive 
and  special  context  presented  by  Puerto  Rico's  casino- 
gambling  advertising  restrictions.  As  Justice  Rehn- 
quist  himself  stated  in  an  analogous  context: 

"Since  the  court  saves  harmless  from  its  present 
opinion  our  prior  cases  in  this  area,  *  *  *  it  may 
be  fairly  inferred  that  it  does  not  intend  the 
results  which  might  otherwise  come  from  a  lit- 
eral reading  of  its  opinion."  Bigelow,  421  U.S. 
at  836  (dissenting  opinion). 

*       *       *  * 

In  sum,  the  Bradley/Stark  proposals  would  con- 
stitute a  forbidden  attempt  by  government,  through 
manipulation  of  the  tax  code,  to  influence  consumer 
choice  by  restricting  the  flow  of  truthful  information 
about  lawful  products,  irrationally  impeding  the  in- 


Letter  from  Charles  J.  Cooper,  Assistant  Attorney  Gen- 
eral, Office  of  Legal  Counsel,  Feb.  9,  1987,  to  Henry  G.  Miller, 
Past  President,  New  York  State  Bar  Association,  p.  1.  For 
this  reason,  the  Justice  Department  also  has  counseled  against 
relying  on  Posadas  to  support  a  tobacco  product  advertising 
ban.  The  Court  sometimes  may  chip  away  at  its  precedents 
but  when  the  Court  intends  to  effect  a  wholesale  revision  of 
its  constitutional  jurisprudence  it  says  so  expressly.  See, 
e.g.,  Garcia  v.  San  Antonio  Metropolitan  Transit  Authority, 
469  U.S.  528  (1985). 
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telligent  exercise  of  consumer  choice.  The  proposals 
also  would  likely  be  held  to  fail  the  literal  terms  of 
the  four-part  Central  Hudson  test,  for  it  could  not 
be  shown  that  the  proposals  would  directly  and  effec- 
tively serve  the  government's  asserted  interest  or 
would  do  so  in  the  least  restrictive  way. 

COVINGTON  &  BURLING 


Statement  of  Larry  C.  Holcomb 

Mr.  Chairman  and  members  of  the  Committee.  My  name  is  Larry  Holcomb.  I  am 
a  principal  in  Holcomb  Environmental  Services,  serving  as  a  consultant  in  the  field 
of  environmental  toxicology.  I  have  been  asked  by  The  Tobacco  Institute  to  present 
my  views  on  one  of  the  issues  being  addressed  by  this  Committee:  whether  scientific 
evidence  has  established  that  exposure  to  environmental  tobacco  smoke  (ETS) 
causes  respiratory  problems  in  children.  The  views  I  express  are  mine  alone.  My 
statement  and  my  answers  to  your  questions  should  not  be  interpreted  as  represent- 
ing tobacco  industry  views.  I  am  speaking  as  a  scientist  representing  my  own  eval- 
uation of  the  relevant  scientific  literature. 

As  I  will  explain,  there  are  a  number  of  open  questions  about  the  possible  rela- 
tionships between  ETS  exposure  and  children's  respiratory  disease.  In  my  view,  con- 
siderable scientific  work  would  need  to  be  performed  before  we  could  conclude  that 
a  cause-and-effect  relationship  has  been  shown  in  this  area. 

By  way  of  background,  I  hold  a  Ph.D.  in  Zoology  from  Michigan  State  University, 
where  I  recently  taught  a  course  in  hazardous  materials  risk  assessment.  As  an  in- 
dependent consultant  in  environmental  toxicology,  I  often  am  asked  to  review  and 
comment  on  toxicological  issues.  These  issues  include  the  health  impact  of  exposure 
to  chemicals  associated  with  toxic  waste  sites,  air  and  water  pollution,  and  occupa- 
tional exposures.  From  1981-1986  I  served  as  Executive  Secretary  of  the  Michigan 
Toxic  Substance  Control  Commission.  One  of  the  greatest  challenges  of  that  position 
was  to  determine  whether  a  toxic  substance  issue  was  a  real  problem  that  needed 
attention.  It  was  my  responsibility  to  determine  the  scientific  validity  of  evidence 
that  was  presented  and  then  make  recommendations  based  on  an  evaluation  of  the 
strength  of  the  pertinent  data. 

INTRODUCTION 

A  number  of  studies  have  been  performed  to  investigate  the  possible  impact  of 
ETS  on  the  respiratory  health  of  children.  The  examination  of  any  potential  health 
problem  no  matter  how  provocative  or  politically  controversial,  should  involve,  of 
course,  the  use  of  standard  scientific  methodology.  The  situation  in  that  regard  is  no 
different  for  ETS  than  it  would  be  for  any  other  chemical  compound]  or  mixture  of 
compounds. 

This  presentation  will  review  the  available  scientific  literature  on  whether  expo- 
sure to  ETS  increases  the  risk  of  respiratory  problems  in  children.  In  the  past,  sev- 
eral approaches  to  health  questions  involving  ETS  have  been  considered,  namely,  (1) 
extrapolation  from  data  obtained  in  studies  of  active  smoking,  (2)  animal  toxicologic 
studies  and  (3)  epidemiologic  data.  As  suggested  in  the  1986  report  of  the  National 
Research  Council  of  the  National  Academy  of  Sciences  (NRC/NAS),  extrapolation 
from  studies  of  active  smoking  is  not  appropriate  since  ETS  exposure  and  active 
smoking  (i.e.,  inhalation  of  mainstream  smoke)  present  significantly  different  situa- 
tions. ETS  is  a  mixture  of  sidestream  smoke  (emitted  from  the  tip  of  the  cigarette) 
and  exhaled  mainstream  smoke,  and  it  is  a  mixture  that  has  been  aged  and  marked- 
ly diluted  in  the  indoor  air.  ETS  and  mainstream  smoke  differ  chemically  and  phys- 
ically, as  reflected,  for  example,  in  their  respective  pHs,  particle  size  and  the  distri- 
bution of  their  constituents  among  gaseous  and  particulate  phases.  Furthermore, 
unlike  active  smoking,  ETS  exposure  is  through  the  nose  with  shallow  breathing. 
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Consistent  with  these  fundamental  differences  between  active  smoking  and  ETS 
exposure,  levels  of  specific  tobacco  smoke  markers  (such  as  nicotine  or  its  metabo- 
lite, cotinine)  in  body  fluids  of  ETS-exposed  individuals  are  usually  very  small  (1% 
or  less)  relative  to  those  of  active  smokers.  Additionally,  to  my  knowledge  no  toxico- 
logic study  in  animals  to  date  has  adequately  addressed  the  possible  health  effects  of 
ETS,  since  these  studies  have  involved  extremely  high  doses,  usually  of  mainstream 
smoke.  Therefore,  the  only  relevant  information  that  is  available  on  the  possible  ef- 
fects of  ETS  on  the  respiratory  system  in  children  comes  from  epidemiologic  studies. 

EPIDEMIOLOGIC  STUDIES 

In  epidemiologic  studies,  information  about  family  health  and  smoking  history 
has  been  obtained  from  supervised  or  unsupervised  questionnaires,  usually  complet- 
ed by  parents  or  guardians.  The  end-points  of  these  studies  have  been  (1)  the  inci- 
dence of  respiratory  symptoms  and  disease  and/or  (2)  pulmonary  performance,  as 
measured  by  respiratory  flow  rates.  The  incidence  of  respiratory  symptoms  or  ill- 
ness and  pulmonary  function  data  have  been  compared  statistically  in  children  clas- 
sified as  to  ETS  exposure  by  their  parents'  smoking  status,  with  the  statistical  sig- 
nificance of  an  association  having  been  regarded  as  suggesting  a  link  between  pa- 
rental smoking  and  an  adverse  respiratory  health  effect  in  children.  In  all  of  the 
relevant  epidemiologic  reports  it  has  been  assumed  that  parental  smoking  (or  the 
smoking  of  other  household  smokers)  is  an  adequate  surrogate  for  ETS  exposure  of 
the  children  being  examined.  Despite  the  dubious  nature  of  that  assumption,  in 
none  of  the  studies  has  ETS  exposure  been  verified  by  measurement  of  a  specific 
environmental  or  biological  marker,  such  as  airborne  nicotine  or  body  fluid  cotinine. 

The  epidemiologic  literature  pertaining  to  the  possible  effects  of  ETS  on  children 
was  recently  examined  at  an  international  symposium  on  ETS  issues  at  McGill  Uni- 
versity in  Montreal,  in  which  I  participated.  (Witorsch,  1990;  copy  of  proceedings  at- 
tached for  reference).  That  examination  pointed  out  that  age  differences  were  ap- 
parent in  the  literature  on  the  relationship  between  parental  (or  household)  smok- 
ing and  respiratory  effects  in  children.  A  number  of  epidemiologic  studies  have  re- 
ported an  association  between  parental,  usually  maternal,  smoking  and  increased 
risk  of  respiratory  problems  (such  as  cough,  wheezing,  asthma,  bronchitis  and  pneu- 
monia) in  infants  and  children  under  five  years  of  age.  A  few  of  these  studies  also 
have  reported  that  the  effects  varied  dose-dependently  with  the  amount  of  ETS  ex- 
posure {e.g.,  number  of  cigarettes  reportedly  smoked  by  the  parents  and/or  number 
of  smokers). 

The  literature  on  the  reported  statistical  association  between  parental  smoking 
and  respiratory  effects  is  not  consistent  in  children  five  years  and  older.  An  exami- 
nation of  28  studies  at  the  McGill  symposium  revealed  eight  giving  negative  results. 
In  those  reporting  a  statistical  association,  the  relative  risk  was  usually  below  2.0 
and  the  results  were  highly  variable.  When  a  particular  statistical  association  was 
reported  (such  as  with  asthma,  coughing,  sneezing  and  bronchitis),  there  was  consid- 
erable variation  from  one  study  to  the  next.  A  particular  symptom  or  illness  was 
confirmed  usually  no  more  than  about  50  percent  of  the  time. 

As  with  respiratory  symptoms  and  illness  data,  the  reported  statistical  association 
between  parental  smoking  and  pulmonary  function  in  older  children  is  also  incon- 
sistent. (I  might  note  here  that  such  studies  are  difficult  to  undertake  in  young  chil- 
dren.) For  example,  a  decrement  was  observed  for  respiratory  flow  rates  (e.g.,  the 
FEVi  or  the  volume  of  air  forcibly  expired  in  I  second)  in  only  12  of  23  studies.  Fur- 
thermore, the  decrements  observed  were  usually  small  in  magnitude  {e.g.,  <1%  to 
7%  for  FEVi)  and  pulmonary  function  was  still  within  the  normal  range.  Of  five 
studies  that  have  attempted  to  associate  parental  smoking  with  lung  growth  in  chil- 
dren (measured  as  a  change  in  FEVi  over  time)  only  two  have  reported  a  small  dec- 
rement (1%  or  less  per  year).  When  studies  have  been  published  on  the  same  cohort 
of  children  at  different  times,  the  data  of  one  study  have  not  been  confirmed  by  the 
data  of  the  subsequent  study. 

The  notion  of  age-dependency  suggested  in  the  available  epidemiologic  literature 
was  noted  in  the  1986  Reports  of  tK)th  the  U.S.  Surgeon  General  and  the  National 
Research  Council  of  the  National  Academy  of  Sciences.  Several  studies  have  report- 
ed that  as  the  child  ages  {e.g.,  reaches  6  months  to  2  years)  the  association  between 
parental  smoking  and  respiratory  effects  diminishes  or  even  disappears  (Colley  et 
al,  1974;  Fergusson  et  al,  1981;  Fergusson  and  Horwood,  1985;  Chen  et  al,  1988). 

The  apparent  age-dependent  association  could  reflect  a  declining  sensitivity  to 
ETS  as  the  child  ages  and/or  a  change  in  the  child's  relationship  with  the  mother. 
As  noted  above,  parental  smoking  has  served  as  the  surrogate  for  ETS  exjx)sure  in 
the  relevant  studies  without  verification  with  a  specific  marker.  While  some  studies 
(not  involving  health  effects)  report  a  correlation  in  body  fluid  cotinine  levels  in 
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children  with  the  number  of  smokers  in  the  family  and  other  parameters  of  house- 
hold smoking,  the  issue  of  whether  parental  smoking  necessarily  implies  an  effect  of 
ETS,  or  whether  other  factors  also  correlated  with  parental  smoking  could  be  in- 
volved, remains  to  be  determined. 

It  is  important  to  understand  that  no  epidemiologic  study  establishes  a  cause  and 
effect  relationship — that  is,  that  ETS  exposure  actually  causes  respiratory  problems 
in  children.  Instead,  results  are  expressed  as  a  statistical  association  or  computation 
of  relative  risk  between  an  exposed  population  and  a  population  that  has  not  been 
exposed.  This  uncertainty  between  epidemiologic  associations  and  cause  and  effect  is 
due  to  the  fact  that  numerous  variables  or  confounding  factors,  many  difficult  to 
control,  can  influence  the  outcome  of  an  epidemiologic  study. 

The  apparent  association  between  parental  smoking  and  respiratory  health  in 
young  children  could  reflect  various  sources  of  bias,  most  notably  those  related  to 
socioeconomic  status.  Parental  smoking  has  been  shown  to  be  more  prevalent  in  low 
income  families  and  positively  correlated  with  factors  that  may  impair  respiratory 
health,  such  as  outdoor  air  pollution,  cross-infection,  gas  stove  usage,  more  family 
members  per  living  space,  and  frequent  change  of  address  (Kerigan  et  al,  1986).  The 
data  of  Harlap  and  Davies  (1974)  illustrate  how  socioeconomic  status  or  related  fac- 
tors could  confound  an  effect  attributable  to  parental  smoking.  These  researchers 
reported  that,  while  parental  smoking  was  associated  with  increased  respiratory  ill- 
ness in  infants,  it  also  was  associated  with  increased  hospitalizations  of  infants  due 
to  injury  and  poisonings. 

Adjustment  for  socioeconomic  status  in  epidemiologic  studies  involves  consider- 
ation of  maternal  education,  income,  occupation  and  ethnicity,  among  other  factors 
(Green,  1970).  Most  relevant  studies  to  date  have  either  ignored  socioeconomic  fac- 
tors or  have  underestimated  their  impact  and  complexity.  Finally,  even  the  most 
stringent  of  socioeconomic  adjustments  may  not  adequately  correct  for  such  impor- 
tant factors  as  family  attitudes  and  practices  concerning  fitness,  stress  management, 
and  prenatal  and  childhood  care  and  nutrition. 

I  note,  finally,  that  Rubin  and  Damus  (1988)  recently  evaluated  30  studies  dealing 
with  ETS  exposure  and  respiratory  health  and  function  in  children.  These  papers 
were  quantitatively  rated  on  the  basis  of  seven  important  epidemiologic  criteria 
(such  as  data  collection,  estimates  of  smoke  exposure,  definition  of  illness).  The  au- 
thors concluded  that  most  of  the  studies  reviewed  had  significant  design  flaws  that 
compromised  reliance  on  their  conclusions. 

SUMMARY  AND  CONCLUSIONS 

An  association  between  parental  (usually  maternal)  smoking  and  increased  inci- 
dence of  respiratory  symptoms  and  disease  in  young  children  (0-5  years)  has  been 
reported  in  a  number  of  epidemiologic  studies.  However,  the  statistical  association 
reported  frequently  is  not  significant,  and  the  study  designs  and  protocols  do  not 
permit  a  study-to-study  comparison.  The  observed  association  may  well  be  due  to  so- 
cioeconomic factors  and/or  related  confounding  variables.  As  far  as  older  children 
(5+  years)  are  concerned,  the  data  relating  ETS  exposure  from  parents  to  impaired 
respiratory  health  and  pulmonary  function  are  inconsistent  and  thus  inconclusive. 

With  regard  to  both  younger  and  older  children,  further  work  would  be  needed 
before  one  could  reach  a  definitive  conclusion  about  the  possible  effects  of  ETS. 
Worthwhile  future  projects  would  include  animal  toxicologic  studies,  epidemiologic 
studies  employing  standardized  questionnaires  and  other  more  reliable  techniques 
to  minimize  problems  of  misclassifications  and  confounding,  and  studies  using 
actual  measurements  of  ETS  exposure  in  children  by  means  of  reliable  environmen- 
tal and  biological  markers  rather  than  parental  smoking  as  a  surrogate  measure. 

Mr.  Chairman,  that  concludes  my  statement.  I  will  be  happy  to  answer  any  ques- 
tions. 
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Statement  of  Jolly  Ann  Davidson,  National  Spokesperson,  The  Tobacco 
Institute's  Responsible  Living  Program 

I  am  Jolly  Ann  Davidson,  National  Spokesperson  for  The  Tobacco  Institute's  Re- 
sponsible Living  Program,  and  I  appreciate  the  opportunity  to  share  with  you  a 
brief  overview  of  our  program.  I  am  a  former  teacher  and  have  been  involved  with 
the  governance  of  education  at  the  state  and  national  levels  for  a  number  of  years. 
The  Tobacco  Institute  shares  your  concern  over  the  sale  of  tobacco  products  to 
minors.  Prevention  of  sales  to  minors  is  critical.  Equally  important  is  communica- 
tion and  understanding  within  the  family,  discouraging  young  people  from  ever 
trying  to  make  a  purchase. 

Our  Responsible  Living  Program  reaches  out  to  families  because  we  believe 
strongly  that  parents  are  in  the  best  position  to  influence  the  behavior  of  children. 
The  program  embraces  the  concept  that  we  must  all  work  together— communities, 
businesses,  schools,  and  parents — to  assist  our  young  people  in  becoming  responsible 
adults.  This  concept  of  working  together  is  paramount  in  preventing  the  sale  of  to- 
bacco products  to  youngsters. 

The  Responsible  Living  Program  was  developed  to  encourage  greater  communica- 
tion between  parents  and  children,  in  order  to  teach  young  people  how  to  make 
sound  decisions  when  it  comes  to  many  issues,  all  too  often  inappropriately  influ- 
enced by  peer  pressure — drugs,  sex,  smoking,  and  alcohol,  to  name  just  a  few. 

The  Tobacco  Institute  does  not  want  our  young  people  to  smoke.  So  far  as  The 
Institute  is  concerned  smoking  is  for  those  adults  who  choose  to  smoke.  As  a  way  to 
address  the  need  for  greater  parental  influence,  The  Institute  published  "Helping 
Youth  Decide"  and  "Helping  Youth  Say  No" — easy  to  read  booklets  that  offer  in- 
sight and  guidelines  to  help  parents  and  their  children  to  better  communicate.  The 
booklets  are  available  free  of  charge. 

"Helping  Youth  Decide,"  published  in  1984,  is  divided  into  three  parts.  Part  one 
discusses  what's  involved  for  parent  and  child  during  those  adolescents  years.  Part 
two  focuses  on  ways  to  help — how  to  listen  so  youngsters  will  talk  and  how  to  talk 
so  youngsters  will  listen — techniques  to  use — and  tips  to  avoid  communication  bar- 
riers. Also  included  are  the  actual  steps  involved  in  making  a  sound  decision.  The 
third  part  of  "Helping  Youth  Decide"  offers  materials  designed  to  help  parents  im- 
plement the  ideas  presented.  A  unique  feature  is  a  questionnaire  for  parents  and 
youths  to  take  independently  and  then  compare.  The  questions  are  identical.  How- 
ever, the  answers  given,  far  too  often,  differ  greatly.  It's  a  good  starting  point  and  a 
terrific  way  to  foster  good  family  communication. 

The  booklet,  "Helping  Youth  Say  No,"  focuses  on  the  various  ways  peer  pressure 
can  work,  in  ways  both  obvious  and  subtle,  to  bring  about  unsound  decision-making. 
It  suggests  ways  in  which  parents  can  build  self-confidence  in  their  youngsters  and 
offers  pointers  on  how  one  copes  with/resists  peer  pressure.  "Helping  Youth  Say 
No"  does  just  what  the  title  states.  The  booklet  also  discusses  how  we  can  best  say 
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no  to  our  children  and  yet  still  enhance  family  communication.  The  final  portion  of 
the  booklet  is  comprised  of  activities  for  parents  and  teens  to  engage  in  together. 

Over  700,000  copies  of  the  two  booklets  have  been  distributed — requests  coming  in 
from  every  state,  from  Puerto  Rico,  Guam  and  the  virgin  Islands — as  well  as 
Canada  and  five  overseas  countries.  We've  had  thousands  of  letters  of  grateful  ap- 
preciation from  parents,  guidance  counselors,  PTA's,  educators,  ministers,  social 
workers,  psychologists,  and  from  teens  themselves.  Like  the  13-year-old  girl  from 
Missouri  who  wrote  about  "Helping  Youth  Decide":  "I  cannot  begin  to  tell  you  how 
much  it  helped.  My  father  and  I  are  much  closer  than  we  ever  were.  I've  referred 
you  to  many  of  my  friends.  There  are  more  teens  out  there  that  need  help,  than  you 
think.  Once  again,  I  thank  you  and  my  father  thanks  you."  The  booklets  have  also 
won  awards  and  letters  of  commendation  from  educational  organizations,  legisla- 
tors, governors,  and  members  of  Congress. 

Using  the  booklets  as  a  core,  the  third  aspect  of  the  Responsible  Living  Program 
was  developed — the  Community  Alliance  Program.  Twenty-two  communities  across 
the  United  States  have  received  grants  to  be  used  to  promote  effective  and  healthy 
family  relationships  and  to  deal  with  the  difficult  issues  our  young  people  are 
facing.  The  program  has  been  used  by  communities  to  heighten  public  awareness 
and  unite  schools  and  communities  in  helping  families.  The  individual  projects  vary 
in  scope  and  subject  matter,  focusing  on  the  needs  of  the  community.  The  programs 
employ  workshops  and  speakers  with  broad  based  support  and  participation.  Two 
examples:  Fargo,  North  Dakota,  sponsored  a  workshop  attended  by  four  hundred 
parents.  It  featured  a  keynote  address  by  Keith  Nord,  former  Minnesota  Viking, 
and  was  followed  by  seventeen  mini-sessions  on  a  variety  of  topics — one  of  which 
was  "Teaching  Abuse  Prevention." 

The  CAP  at  Walt  Whitman  High  School  in  Bethesda,  Maryland,  included  in  their 
activities  an  assembly  regarding  drug  abuse  and  a  visit  by  ninth  graders  to  the  local 
drug  shock  trauma  unit. 

Although  funding  was  provided  on  a  one-year  basis  to  Community  Alliance  Pro- 
grams, I  am  pleased  to  report  that  most  programs  have  been  institutionalized.  All 
twenty-two  communities  devised  programs  that  are  success  stories! 

The  Tobacco  Institute  takes  great  pride  in  the  Responsible  Living  Program,  and  I 
feel  most  fortunate  to  be  involved  as  its  spokesperson.  We  feel  we  are  reaching  out 
to  parents  and  young  people  and  making  a  difference  in  the  lives  of  American  fami- 
lies. Open  discussion  and  joint  decision-making  between  a  parent  and  child  on  a 
topic,  such  as  the  purchase  of  tobacco  products,  is  without  question  the  best  preven- 
tion. Again,  my  thanks  for  the  opportunity  to  testify. 


Statement  of  James  A.  Will 

Mr.  Chairman  and  members  of  the  Committee,  my  name  is  James  A.  Will.  I  am  a 
professor  at  the  University  of  Wisconsin.  I  have  been  asked  by  The  Tobacco  Insti- 
tute to  present  my  views  on  one  of  the  issues  that  the  Committee  is  considering: 
whether  it  has  been  established  by  scientific  data  that  environmental  tobacco  smoke 
(ETS)  causes  respiratory  problems  in  children.  The  views  I  express  are  mine  alone, 
however,  and  are  not  representative  of  any  institution. 

I  hold  a  Ph.D.  in  comparative  cardiology  and  my  expertise  is  in  cardiopulmonary 
physiology,  pharmacology,  and  morphology.  In  that  context,  I  have  studied  the  lung 
and  disease  which  affects  the  lung  using  animals  as  models  for  human  disease  as 
well  as  studying  human  subjects  themselves.  As  a  consultant  to  the  pharmaceutical 
industry,  I  have  been  involved  in  the  development  of  protocols  and  the  review  of  the 
results  of  human  studies.  I  hold  appointments  in  the  Department  of  Anesthesiology 
in  the  University  of  Wisconsin  Medical  School  and  in  the  Departn.ent  of  Veterinary 
Science.  I  am  also  a  Director  of  an  administrative  unit  of  the  Graduate  School.  I 
have  been  a  reviewer  of  scientific  manuscripts  for  many  professional  journals  and 
grant  applications  for  U.S.  governmental,  international,  and  private  granting  agen- 
cies. 

I  am  interested  in  this  issue  from  the  standpoint  of  scientific  credibility.  The  ques- 
tion I  address  is,  what  data  are  there  to  support  the  hypothesis  that  ETS  causes 
disease,  particularly  in  children?  I  am  especially  interested  in  the  existence  of  other 
confounding  elements  which  can  bias  our  interpretation  of  data  which  are  contro- 
versial and  often  equivocal.  It  is  important  that  this  issue  not  be  confused  with 
smoking  per  se;  these  issues  are  entirely  separate. 

Recently,  questions  have  arisen  concerning  scientific  fraud  and  scientific  integrity 
in  original  research.  It  is  important  that  we  also  maintain  scientific  integrity  in  our 
interpretation  of  the  results  of  others  work.  In  most  cases,  critical  reviews  prior  to 
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publication  set  definitive  limits  on  the  interpretation  of  the  results  by  the  scientist/  | 

author  b£ised  upon  the  data  presented.  After  the  scientists  themselves  have  limited  j 

the  interpretation  of  their  own  experiments  and  the  statistics  they  have  used  to  i 
come  to  their  conclusions,  it  is  scientifically  questionable  when  others  attribute 

more  or  less  significance  to  that  work  based  on  personal  biases.  i 

Scientific  interpretation  of  data  involves  the  application  of  specific  criteria  to  ' 

demonstrate  whether  the  hypothesis  proposed  has  been  adequately  tested  and  , 

whether  the  data  support  or  reject  the  hypothesis.  i 

If  we  apply  these  principles  to  the  current  scientific  literature  on  health  effects  of  ' 

ETS,  we  find  it  is  impossible  to  conclude  that  ETS  causes  respiratory  disease  in  chil-  i 

dren  or  adults.  This  review  will  be  limited  to  the  putative  effects  of  ETS  on  the  res-  ' 

piratory  system  of  children.  i 

Some  of  the  most  important  published  data  have  sought  to  understand  the  broad  | 
picture,  i.e.,  not  only  the  possible  influence  of  ETS,  but  many  of  the  environmental 

influences  of  the  world  that  a  child  lives  in.  One  of  the  latest  of  these  publications  , 

examines  the  possible  effects  and  interactions  of  a  number  of  environmental  factors  | 

on  7,200  North  American  persons;  1,357  of  these  were  children  (729  boys  and  628  I 

girls)  (Hosein,  Corey,  and  Robertson  1989).  In  addition  to  the  number  of  smokers  in  | 

the  household,  the  heating  system  (hot  water,  hot  air,  or  radiant  electric),  presence  I 

of  gas  appliances,  presence  of  pets,  hobbies  involving  the  use  of  glue,  paint  or  wood  I 

dust,  the  use  of  air  conditioning  or  humidification,  and  the  concentration  of  people  | 

(number  of  persons  living  in  the  home)  were  recorded.  I 

These  investigators  used  a  survey  typical  of  epidemiologic  investigations  and  a  | 
pulmonary  function  test  to  get  their  results.  In  summary,  what  they  found  was  as 

follows:  (1)  No  significant  or  consistent  effects  were  reported  on  pulmonary  function  \ 

from  the  presence  of  smokers  in  the  home.  (2)  On  the  other  hand,  there  was  a  more  ' 

marked  effect  on  pulmonary  function  in  both  sexes  from  the  use  of  gas  stoves,  hot  : 
water  heating  systems,  and  the  lack  of  air  conditioning.  (3)  Hobbies,  the  presence  of 
fireplaces,  and  an  increased  household  population  were  related  to  pulmonary  func- 
tion decrements  in  boys  but  not  in  girls. 

This  study  shows  that,  had  the  other  environmental  factors  not  been  considered  ' 

and  statistically  evaluated,  ETS  might  have  been  falsely  implicated  in  the  decre-  ■ 

ment  in  pulmonary  function  and  increased  symptoms  shown  in  some  of  these  chil-  \ 

dren.  Confounding  factors,  then,  are  critically  important  to  consider  when  evaluat-  < 

ing  studies  done  on  ETS.  ' 

Previous  studies  by  others  reported  similar  results  looking  at  similar  environmen- 
tal factors  other  than  smoking  or  different  confounding  factors  such  as  socioeconom- 
ic status  (Kerigan  et  al.  1986;  Harlap  and  Davies  1974).  In  each  case,  the  confound-  j 
ing  factors  were  reported  to  have  a  notable  relationship  with  measures  of  respirato-  | 
ry  effects.  When  considering  these  confounding  factors  that  are  measurable,  other  i 
factors  that  either  have  not  been  measured  or  are  very  difficult  to  measure  are  not  ! 
included  in  the  presently  available  literature.  Questions  that  arise  are:  i 

(1)  Are  parents  who  smoke  likely  to  have  other  lifestyle  differences,  i.e.,  are  they  \ 
less  health  conscious?  j 

(2)  Are  there  dietary  differences  that  may  predispose  to  respiratory  disease  either 
directly  or  by  a  decreeised  immune  response  to  infective  agents?  ' 

(3)  Are  children  of  a  lower  socioeconomic  status  exposed  to  higher  environmental  1 
stress?  j 

(4)  Are  children  of  parents  who  both  work  more  likely  to  have  respiratory  disease  ' 
due  to  the  contact  with  many  more  children  in  a  day  care  center?  ' 

(5)  Does  the  outdoor  environment  have  an  influence  on  the  indoor  environment? 
Very  little  data  are  available  to  answer  these  questions,  even  though  these  factors  ! 

may  be  important.  One  study  that  may  have  some  bearing  on  nutritional  status  and  { 

the  effects  of  ETS  comes  to  the  conclusion  that  diet  may  have  an  important  influ-  | 

ence  (Hirayama  1984).  In  this  study,  the  risk  reported  for  cancer  in  a  Japanese  : 

household  where  smokers  lived  was  less  for  those  individuals  who  had  an  adequate  ' 
intake  of  green-yellow  vegetables.  This  is  probably  a  food  group  minimally  included 

in  the  diet  of  those  in  a  lower  socioeconomic  status.  ! 

Harlap  and  Davies  studied  10,672  infants  from  birth  to  one  year  of  age  and  re-  | 

ported  that  family  socioeconomic  status  was  probably  the  most  important  factor  j 
that  predisposed  to  episodes  of  bronchitis  and  pneumonia.  Regardless  of  ETS,  the 

incidence  of  bronchitic  or  pneumonic  episodes  for  the  highest  socioeconomic  group  of  I 

infants  was  one-third  to  one-quarter  of  the  incidence  associated  with  the  medium  or  j 
lowest  socioeconomic  groups.  There  was  no  significant  increase  in  upper-respiratory- 
tract  infections  in  the  presence  of  a  smoking  mother. 

Finally,  socioeconomic  status  seems  important  with  regard  to  outdoor  pollution  as  | 

a  background  environmental  factor  and  a  correlate  to  the  incident  of  smokers.  Ker-  i 
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rigan  et  al.,  for  example,  found  that  the  incidence  of  smoking  parents  was  higher  in 
the  industrial  areas  they  studied,  and  this  area  had  the  highest  outdoor  particulate 
pollution  rate  as  well  (Kerrigen  et  al.  1986). 

It  seems  obvious  that  the  determination  of  whether  ETS  is  an  important  factor  in 
respiratory  illness  in  children  is  complex  and  not  easily  measured.  Furthermore, 
there  are  reports  that  other  environmental  factors  may  be  important  in  predispos- 
ing children  to  infant  and  childhood  respiratory  disease.  Finally,  it  would  be  a  diffi- 
cult task  to  regulate  legislatively  the  exposure  of  children  to  ETS;  however,  many 
other,  undeniably  important  environmental  factors  could  be  changed  through  reduc- 
tion of  air  pollution,  improvement  of  living  conditions,  and  programs  to  improve  so- 
cioeconomic conditions. 
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Provisional  Data  from  the 
HeaKh  Promotion  and  Disease  Prevention  Supplement 
to  the  National  Health  interview  Survey: 
United  States,  January-March  1985 


The  National  Center  for  Health  Statistics  included  a  special 
supplement  on  health  promotion  and  disease  prevention  as  part 
of  the  1985  National  Health  Interview  Survey  questionnaire. 
This  report  presents  provisional  findings  from  the  first  three 
months  of  data  collection  with  that  supplement. 

The  1985  Health  Promotion  and  Disease  Prevention  Sup- 
plement is  designed  to  monitor  progress  toward  one  of  the  major 
initiatives  of  the  Department  of  Health  and  Human  Services. 
This  initiative  is  described  in  the  1979  Surgeon  General's 
Report  on  Health  Promotion  and  Disease  Prev -ntion.  Healthy 
People.^  In  that  report,  broad  goals  were  established  for  the 
improvement  of  the  health  of  Americans.  The  1980  Public 
Health  Service  report.  Promoting  Health/Preventing  Disease: 
Objectives  /or  the  Nation.^  details  specific  objectives  necessary 
for  attainment  of  those  goals  in  each  of  fifteen  priority  areas. 
The  target  date  for  achieving  the  objectives  is  1 990.  This  1 085 
supplement  will  b«  used  for  data  collection  again  in  1990  for 
the  purpose  of  monitoring  progres?  achieved  in  ihe  intervening 
five  years. 

T^e  19G5  Health  Promotion  and  Disease  Prevention  Sup- 
plement is  devoted  primarily  to  the  collection  of  baseline  data 
on  the  following  topics:  genera!  health  (including  nutrition), 
injury  control  and  child  health,  high  blood  pressure,  stress, 
exercise,  smoking,  alcohol  use,  dental  cate.  and  occupational 
safety  and  health.  Those  topics  were  selected  after  consultation 
with  the  Office  of  Disease  Prevention  and  Health  Promotion 


OfTice  of  ihe'Ajfisiuii  Secretary  Tor  Heilih  and  Surgeon  General  Htalih\ 
Ptep'.r—Thf  Surgrsn  Cintral's  Rtpon  on  Health  Promoiion  and  Diiiasi 
Pr,i,ni,on- Back/round  Papers.  1979  DHEW  Pub  No  I PHSl 'J'J -55071  A 
•US  Depiruneni  of  HeiliJi  »nd  Humin  Services.  Public  Heilih  SefNice  Pro- 
moiing  Healih,  Preteniinf  Disease  Objectives  for  the  Saiton  Wuhinjion 
U  S  Go*emmeni  Pnniini  Office.  1480. 


(Assistant  Secreury  for  Health)  as  well  as  with  the  agencies 
designated  by  the  Assistant  Secreury  for  Health  as  having 
"lead"  responsibility  for  implementing  and  monitoring  progress 
toward  achieving  the  1990  objectives.  Within  each  agency, 
subject  matter  experts  also  were  c  nsulted  during  the  develop- 
ment of  the  questionnaire  for  the  supplement. 

This  report  presents  provisional  data,  based  on  the  first 
quaiter  of  data  collection,  for  selected  items  in  the  supplement. 
In  most  cases,  the  actual  question  asked  of  the  respondent  is 
shown  on  the  table  along  with  the  response  categories.  In  a  few 
cases,  there  has  been  minor  paraphrasing  or  combining  of 
questions.  Each  question  is  referenced  to  the  actual  item  number 
on  the  questionnaire. 

In  general,  the  items  in  the  supplement  are  of  the  following 
two  types:  those  related  to  individual  health  behaviors  and  those 
related  to  knowledge  of  health  practices.  Most  of  the  questions 
on  knowledge  of  health  practices  have  answers  that  are  currently 
presumed  to  be  correct  and  are  indicated  in  bold  type  in  tkble  I . 
For  some  questions,  references  are  provided  for  selected  publi- 
cations that  present  related  data  from  previous  data  collection 
by  the  National  Center  for  Health  Statistics. 

Estimated  percents  or  percentage  distributions  are  pre- 
sented ( table  1 )  for  ail  persons  1 8  years  of  age  and  over  and  for 
four  age  groups  and  both  sexes.  Generally,  except  for  the  ques- 
tions on  knowledge  of  health  practices  where  "don't  know"  is  a 
legitimate  response,  "don't  know  "  ar.d  other  inappropriate  re- 
sponses were  excluded  from  the  denominator  in  the  calculation 
of  the  estimates.  The  estimated  population  for  each  of  the 
demographic  categories  is  shown  in  table  I  to  allow  readers  to 
derive  a  provisional  estimate  of  the  number  of  people  in  the 
United  States  with  a  given  characteristic.  However,  the  estimates 
presented  in  this  report  are  provisional  and  will  differ  to  some 
degree  from  estimates  made  using  the  final  data  file  for  the 
following  reasons:  (a)  'Jiis  report  is  based  on  dau  collected 
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during  the  First  three  months  of  1985  rather  than  the  entire 
calendar  year  and  those  items  affected  by  seasonality  (exercise, 
for  example)  are  subject  to  significant  change:  the  dau  file 
was  edited  internally,  but  it  was  not  edited  with  respect  to  the 
National  Health  Interview  Survey  (NHIS)  core  demographic 
variables  (such  as  age,  sex,  and  employment  status);  (c)  the 
simplified  weighting  procedure  used  was  not  adjusted  to  all 
factors  normally  used  in  the  NHIS  weighting  procedtie.  A 
final  weighted  data  file  covering  the  entire  calendar  year  of 
data  collection  will  be  available  during  1 986. 

The  following  Federal  agencies  provided  partial  funding 
for  the  1985  Health  Promotion  and  Disease  Prevention  Sup- 
plement: 

Office  of  the  Assistant  Secretary  for  Health 

Office  of  Disease  Prevention  and  Health  Promotion 


Alcohol,  Drug  Abuse,  and  Mental  Health  Administration 

National  Institute  of  Alcohol  Abuse  and  Alcoholism 
National  Institut*\  of  Health 

National  Heart,  Lung,  and  Blood  Institute 

National  Cancer  Institute 

National  Institute  of  Denul  Research 

National  Institute  of  Child  Health  and  Human  De- 
velopment 

Health  Resources  and  Services  Administration 

Centers  for  Disease  Control 

Center  for  Prevention  Services 

Center  for  Infectious  Diseases 

Center  for  Environmental  Health 

Center  for  Health  Promotion  and  Education 

Natiooal  Institute  for  Occupational  Safety  and  Health 


Symbols 

Category  noi  applicable 

Quantity  more  than  zero  but  0.5  or  las* 
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Tible  1.  Provisional  estlMtes  of  the  percent  of  population  with  selected  bchevlors  and  knowledge  froa  tht  IMS  national  Health 
Interview  Survey  Suppleaent  on  Health  Proaotlon  and  Disease  Prevention,  by  age  and  sex:  United  SUtes.  January>Narch  198S 

(Data  are  based  on  household  Interviews  of  the  civilian  nonlnstltutlonallzed  population.   The  survey  design,  general 
qualifications,  and  Information  on  the  reliability  of  the  estiaaUs  are  given  in  technical  notes.) 

Age  Sei 

Section  ^    

and 

1te>  All      18-29     30-44     4S-64  6S  years 

nuBber  Health  behaviors  and  knowledge  ages     years    years    years  and  ever  Male  Ftaalc 


Total  

GENERAL  HEALTH  HABITS 
How  often  do  you  eat  breakfast?^ 

AlBost  every  day  

Sonetines  

Rarely  or  never  


inducing  evening  snacks,  hox  often  do  you  eat  between  meals?! 

Almost  every  day  

Sometimes  

Rarely  or  never  


When  you  visit  a  doctor  or  other  health  professional  for 
routine  care,  is  eating  proper  foods  discussed? 

Often  

Soaetiaes  

Rarely  or  never  

Don't  visit  for  routine  care  


In  your  opinion  which  of  these  are  the  two  best  ways  to  lose 
weight? 

Don't  eat  at  bedtime  

Cat  fewer  calories  

Take  diet  pills  

Increase  physical  activity  

Eat  no  fat  

Eat  grapefruit  with  each  meal  

Don't  know  


N.6.       Are  you  now  trying  to  lose  weight?^  (Yes)  

N.7.       Are  you  eating  fewer  calories  to  lose  weight?^  (Persons  trying 
to  lose  weight  (yes)  in  N.6)  (Yes)  


N.3.       Have  you  increased  your  physical  activity  to  lose  weight?^ 

(Persons  trying  to  lose  weight  (yes)  in  N.6)  (Yes)  

N.9.      Do  you  consider  yourself  overweight,  underweight,  er  Just 
about  right?  (If  overweight)  Uouid  you  say  you  are  very 
overweight,  somewhat  overweight,  or  only  a  little  overweight?*!* 

Very  overweight  

Somewhat  overweight  

Only  a  little  overweight  

About  right  

Underweight.  


On  the  average,  how  many  hours  of  sleep  do  you  get  in  a 
2<-hour  period?! 

Less  than  7  hours  

7-8  hours  

9  or  more  hours  


Is  there  a  particular  clinic,  health  center,  dxtor's  office 
other  place  th 
fice  about  your 


or  other  place  that  yc >  usually  go  to  if  you  are  sick  or  need 
advice  about  your  health?*  (Yes)  


Atout  hot.  long  hos  it  been  since  you  had  a  Pap  smear 
test?*  (Females  only) 

Less  than  1  year  

1  year  

?  years  

3-4  years  

5  or  more  years  


ee  loolnctei  »:  er.c  of  taole. 


Percent  of  population 


100 

100 

100 

100 

100 

100 

100 

5S 

42 

46 

62 

87 

ss 

56 

19 

27 

2? 

16 

6 

20 

19 

25 

31 

32 

22 

8 

26 

25 

39 

42 

42 

37 

32 

40 

38 

31 

37 

32 

29 

24 

28 

34 

30 

21 

26 

35 

45 

32 

28 

10 

7 

8 

13 

11 

8 

11 

16 

18 

IS 

16 

15 

14 

18 

66 

67 

62 

66 

66 

66 

8 

7 

8 

9 

9 

12 

5 

28 

29 

25 

29 

30 

30 

27 

75 

70 

77 

79 

73 

70 

79 

1 

2 

I 

I 

I 

1 

73 

84 

81 

66 

S3 

74 

73 

10 

6 

8 

12 

20 

11 

10 

5 

5 

3 

0 

7 

5 

4 

7 

3 

5 

7 

15 

8 

6 

37 

35 

41 

41 

25 

27 

46 

82 

77 

84 

87 

77 

77 

85 

57 

72 

59 

49 

38 

58 

57 

8 

5 

9 

12 

7 

4 

.12 

17 

13 

19 

22 

M 

13 

» 

20 

18 

22 

21 

20 

19 

21 

46 

56 

45 

41 

S2 

56 

•  42 

6 

8 

5 

4 

8 

8 

4 

22 

21 

24 

22 

19 

22 

22 

66 

65 

68 

59 

67 

65 

12 

14 

7 

10 

21 

11 

13 

78 

70 

75 

82 

88 

72 

82 

44 

59 

47 

36 

23 

44 

18 

16 

22 

19 

14 

18 

10 

7 

11 

12 

12 

10 

8 

4 

9 

10 

11 

8 

12 

3 

9 

19 

25 

12 

7 

12 

2 

5 

15 

7 
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4  actonoedata  

Tible  1.  Provisional  esiinutci  of  We  percent  of  population  wi  Oi  selected  behaviors  and  kno-ledge  fro«  the  198S  National  Health 
Interview  Survey  Supplement  on  HealOi  Promotion  and  Disease  Prevention,  by  tgt  and  se«:    United  States.  January -March  19S5-!coi 

(Data  are  based  on  household  Interviews  of  the  civilian  nonlnstltutlonallied  population.    The  survey  design  otneral 
qualifications,  and  InfortMtion  on  the  reliability  of  the  estiaatts  are  given  in  technical  notes.)  ' 

Section   

and  ~  

<te«i  All       18-29     30-44     45-64  6S  years 

nuaber  Health  behaviors  and  knowledge                                    ages     years     years     years  and  over   Hale  Feoali 


GENERAL  HEALTH  HABITS-Con. 

About  how  long  has  it  been  sincv  you  hod  a  breast  exaalnation 
by  a  doctor  or  other  health  professionalT^  (Feaales  only) 
Less  than  1  year  

1  year  

2  years  

3-4  years  

5  or  Bore  years  


N.16b.    Do  you  know  how  to  exMlne  your  own  brcastt  for 

lu«ps7  (Females  only)  lYes)  

N.16c.    About  how  nany  times  a  year  do  you  examine  your  own  breasts 
for  lumps?  (Females  only) 

12  or  more  times  

7-11  tines  

2-6  times  

Once  a  year  

Never  

Oon't  know  how  to  examine  own  breast  

INJURY  CONTROL  ANO  CHILD  SAFETY  AND  HEALTH 
0.1a.     Have  you  ever  heard  about  Poison  Control  Centers?    (Persons  In 

families  with  children  under  10  years  of  age)  (Yes)  

0.1b.     Do  you  have  the  telephone  number  for  a  Poison  Control  'Center 

In  your  area?  (Persons  in  families  with  children  under  10  years 
of  age)  (Yes)  

0.3.      Have  you  heard  about  child  safety  seats,  sometimes  called  car 
safety  carriers,  which  are  designed  to  carry  children  while 
they  are  riding  in  a  car?  (Persons  in  families  with  children 
under  5  years  of  age)  (Yes)  

0.4.       Did  a  doctor  or  other  health  professional  ever  tell  you  about 
the  importance  of  using  car  safety  seats  for  your  children? 
(Persons  in  families  with  children  under  5  years  of  age)  (Yes).... 

0.10.     When  dr<ving  or  riding  in  a  car,  do  you  wear  a  seat  belt^— 

All  or  most  of  the  time    

Some  of  the  time  

Once  in  awhile  

Never  

Oon't  ride  in  car  

Does  this  home  have  any  working  smoke  detectors?    (Based  on 

Items  O.lla.-c.)  (Yes)  

0.12a.    Do  you  know  about  what  the  hot  water  temperature  is  in  this 

home?  (Yes)  

0.13.  In  the  past  12  ninths,  have  you  (or  has  anyone  in  your  household) 
used  a  thermoKeter  to  test  the  temperature  of  the  hot  water  hert? 
(Yes)  ,  

0.14.      Above  what  temperature  will  hot  water  cause  scald  injuries? 

127  degrees  or  less  

128-139  degrees  (can  produce  burns  in  less  than  a  minute)  

140  degrees  or  above  (can  produce  burns  In  5  seconds  or  less)... 
Don't  know  


Percent  of  population 


49 

59 

50 

45 

39 

49 

18 

17 

22 

18 

14 

18 

10 

7 

11 

10 

11 

10 

8 

8 

7 

8 

3 

7 

12 

15 

e 

8 

10 

2 

6 

IS 

8 

88 

87 

92 

90 

80 

88 

32 

26 

35 

34 

31 

32 

3 

2 

3 

3 

2 

3 

3« 

37 

39 

35 

27 

36 

4 

S 

4 

4 

4 

4 

12 

13 

8 

10 

20 

12 

91 

89 

93 

80 

68 

88 

93 

61 

57 

66 

48 

13 

58 

63 

98 

98 

98 

100 

100 

96 

99 

45 

50 

41 

33 

18 

37 

51 

30 

30 

34 

29 

26 

29 

31 

18 

19 

18 

18 

14 

16 

19 

16 

16 

15 

16 

15 

16 

15 

36 

34 

32 

36 

42 

37 

34 

1 

0 

1 

1 

2 

1 

1 

58 

54 

62 

59 

54 

58 

57 

35 

25 

39 

43 

34 

46 

25 

4 

4 

5 

4 

3 

4 

4 

14 

20 

16 

11 

6 

16 

12 

2 

3 

3 

2 

1 

3 

2 

21 

16 

20 

27 

20 

31 

12 

63 

61 

61 

60 

74 

49 

74 

See  footnotes  at  end  of  table. 
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Table  1.  Provisional  estlmatrs  of  the  percent  of  population  with  selected  behaviors  and  knowledoe  froa  the  1985  national  Health 
Interview  Survey  Suppteaent  on  Health  Proaotlon  and  Disease  Prevention,  by  age  and  sex:    United  States,  January^Narch  198S— Con. 

(Data  are  based  or  household  Interviews  of  the  civilian  nonlnstltutlonalized  population.   The  survey  design,  general 
qualifications,  and  Information  on  the  reliability  of  the  estimates  are  given  In  technical  notes.) 


Section     

iten  All       18-29     X-44     45-64  65  years 

nurtwr  Health  behaviors  and  knowledge  (ges     years    years    years  «nd  over  Male  Ftaate 


HIGH  BLOOD  PRESSURE  Percent  of  population 

I  aa  going  to  r«ad  a  list  of  things  which  aay  or  nay  not 
affect  a  person's  chances  of  getting  heart  disease.   After  1 
read  each  one,  tell  ae  If  you  think  It  definitely  Increases, 
probably  Increases,  probably  does  not,  or  definitely  does  not 
increase  a  person's  chances  of  getting  heart  disease. 
Cigarette  saoking 

Increases   Jl         94        93        91         83        91  92 

Does  not  increase   3          3          3          3          5          4  3 

Don't  know/No  opinion   5          3          4          6         12          5  5 

Worry  or  anxiety 

Increases....    85         84         87         86         80         84  86 

Does  not  Increase   8         11          8          7          6          9  8 

Don't  know/Ho  opinion   7          5          5          7         14          7  7 

  92         93         94         92         83         91  92 

Does  not  Increase   3          3          2          3          4          3  2 

Don't  know/Mo  opinion   6          4          4          5         13          6  6 

Diabetes 

Increases   60        65        64         58        48        60  60 

Does  not  Increase   11         U         "         10        10        11  11 

Don't  know/No  opinion   29         24         25         32         42         29  29 

Being  very  overweight  „ 

liireasis    94        95        96        95        87        94  94 

Does  not  increase   2          2          2          2          3          2  2 

Don't  know/No  opinion     4          2          2          3        10         4  4 


Increases   72  78  78  67  59  69  75 

Does  not  Increase   19  16  15  23  22  22  16 

Don't  know/Ho  opinion   9  6  7  10  19  9  9 

Drinking  coffee  with  caffeine 

Increases   50  53  52  49  42  47  52 

Does  not  increase   29  31  29  29  27  32  27 

Don't  know/Mo  opinion   21  16  19  22  31  21  21 

Eating  a  diet  high  in  animal  fat  .„..-.,.«  ^ 

Increases    "  "        ^                  '5  ?I 

Does  not  increase   8  9          ^         .Z         .!        '?  A 

Don't  know/No  opinion   13  13         11         10         18         14  12 

Faally  history  of  heart  disease 

Increases..   82  87  85  82  69  79  85 

Does  not  Increase   ^  S  ^  2  }2  !2  ! 

Don't  know/No  opinion   10  7  7  9  19  10  9 

High  cholesterol  „  „  „ 

Increases   86         89  89         87         76         85  87 

Dees  not  Increase   *          »  4          !    .     .*  * 

Don't  know/No  opinion  

The  following  conditions  are  related  to  having  a  stroke.  In 
your  opinion^  which  of  these  conditions  aost  increases  a 
person's  Chances  of  having  a  stroke? 

Diabetes  

High  blood  pressure  

High  cholesterol  

Don' I  know  

Which  one  of  the  following  substances  In  food  Is  aost  often 
associated  with  high  blood  pressure? 
SodluB  (or  salt)  

Cholesterol  

Sugar  

Don' t  kmw    


9  6  7  9         19  9 


5 

6 

4 

4 

3 

5 

4 

78 

74 

80 

81 

75 

76 

79 

12 

15 

12 

ID 

9 

13 

U 

6 

4 

5 

6 

12 

6 

6 

59 

59 

64 

60 

48 

57 

61 

24 

27 

22 

25 

23 

24 

24 

9 

10 

7 

7 

14 

11 

7 

8 

S 

6 

8 

16 

8 

7 

See  footnotes  at  end  of  table. 
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Interview  Survey  Suppleaent 


ilth  Promotion  «nd  01ie«se  Prevention,  by 


(0<tt  *re  b«s«d  on  household  Interviews  of  the  elvllltn  nonlnstltutloniUied 
<)u«Hftc*tlons.  «nd  InfonMtion  on  the  reliability  of  the  estlMtes  ire  g1 


i9e  4nd  sex:    Unl  ted  Elites.  jAnu*ry-M«rcn  ivos-  ci. 

popul*t1on.    The  survey  design,  gener*! 
I  In  teehn1c«l  notes.) 


Sectto 
•nd 
Htm 


0.3*. 
Q.3b. 


Health  behaviors  and  knowledge 


HIGH  BLOOD  PRESSURE-  Con. 
About  how  long  has  It  teen  since  you  Jast  had  your  blood 
pressure  taken  by  a  doctor  or  other  health  professlonalT^.J 

Less  than  6  mntht  

6-11  nntht    

12  «nths  to  23  aonthi  

24  Months  and  over  

Blood  pressure  Is  usually  given  as  one  nunber  over  another. 
Were  you  told  what  your  blood  pressure  was,  In  numbers?  (Persons 
with  blood  pressure  checked  within  24  mnths  In  12a)  (Yes)  

Have  you  ever  been  told  by  a  doctor  or  other  health 
professional  that  you  had  high  cholesterol?  (Yes)  

STRESS 

During  the  past  2  weeks,  would  you  say  that  you  experienced  a 
lot  of  stress,  a  moderate  awunt  of  stress,  relatively  little 
stress,  or  almost  no  stress  at  all? 

A  lot  of  stress  

A  nderate  amount  of  stress  

Relatively  little  stress  

Almost  none  

Don't  know  what  stress  Is  

In  the  past  year,  how  much  effect  has  stress  had  on  your 
health? 

A  lot  

Sow  

Hardly  any  or  none  

Don't  know  what  stress  Is  

In  the  past  year,  did  you  think  about  seeking  help  for  »ry 
personal  or  emotional  problems  from  family  or  friends?  (Yes)  

In  the  past  year,  did  you  think  about  seeking  help  for  any 
personal  or  emotional  problems  from  a  helping  professional  or  a 
self-help  group?  (Yes)  


Did  you  actually  seek  any  help?  (Yes)  From  i 
help? 

Family  or  friends  

Professional  or  self  help  group  


EXERCISE 

n  the  past  2  weeks,  have  you  done  ar^y  of  the  following 
xerclses,  sports,  or  physically  active  hobbles"— 


I 

exerc 

Walking  for  exercise 

Jogging  or  running  

Calisthenics  or  general  exercise  

Biking  

Swiaaing  or  water  exercises  

Do  you  exercise  or  play  sports  regularly?  (Yes)  

For  how  long  have  you  exercised  or  played  sports  regularly? 

Less  than  1  year  

1-2  years  

3-4  years  

5  or  more  years  

Do  not  exercise  regularly  


Sex 


18-29     30-44     45-64  65  years 

y**ri    years    years  and  over  Nate  Fi«al« 

Percent  of  population 


54 

50 

48 

57 

70 

49 

60 

19 

21 

21 

16 

14 

18 

19 

14 

16 

IS 

14 

7 

16 

12 

13 

13 

15 

13 

9 

17 

10 

70 

67 

71 

72 

68 

72 

68 

1 

3 

9 

11 

5 

S 

20 

23 

24 

18 

12 

18 

22 

33 

30 

22 

23 

20 

22 

22 

21 

22 

25 

17 

18 

28 

46 

26 

24 

2 

1 

1 

2 

5 

2 

2 

13 

12 

15 

14 

9 

10 

16 

31 

33 

35 

29 

21 

28 

33 

54 

53 

49 

55 

65 

61 

49 

2 

1 

1 

2 

5 

2 

2 

17 

25 

21 

11 

4 

12 

20 

12 

14 

17 

9 

4 

10 

14 

8 

14 

9 

4 

2 

5 

10 

7 

8 

11 

6 

3 

6 

9 

40 

43 

39 

39 

41 

38 

43 

11 

24 

12 

4 

1 

IS 

8 

26 

39 

28 

18 

12 

26 

26 

9 

11 

9 

8 

5 

9 

9 

5 

7 

5 

3 

1 

5 

4 

41 

55 

44 

31 

27 

44 

38 

5 

8 

6 

4 

2 

3 

7 

6 

7 

7 

4 

3 

4 

7 

3 

4 

4 

3 

3 

3 

4 

25 

34 

25 

18 

17 

31 

19 

59 

45 

56 

69 

73 

56 

62 

See  footnotes  at  end  of  table. 
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Table  1.  Ppovls<on«1  estlMtes  of  the  percent  of  population  wUh  selected  behaviors  and  knowledge  froa  the  1965  National  Health 
Interview  Survey  Supplement  on  Health  ProwoHon  and  Disease  Prevention,  by  age  and  sex:    United  States,  January-March  19B5--Con. 

(Data  are  based  on  household  Interviews  of  the  civilian  noninstitutlonallzed  population.   The  survey  design  general 
qualifications,  and  information  on  the  reliability  of  the  estiaates  are  given  In  technical  notes.) 


All      18-29     30-44     45-64  65  years 
Health  behaviors  and  linawledge  tges     years    years    years  and  over  Hale 


18 

16 

17 

18 

23 

22 

15 

15 

13 

15 

15 

17 

16 

13 

49 

50 

48 

49 

47 

48 

49 

6 

5 

6 

8 

7 

4 

8 

12 

16 

14 

10 

7 

10 

14 

6 

8 

7 

5 

3 

6 

6 

40 

54 

48 

32 

16 

41 

40 

38 

32 

34 

44 

45 

38 

38 

16 

6 

10 

20 

36 

15 

16 

6 

4 

5 

8 

10 

5 

7 

24 

23 

27 

25 

19 

23 

25 

SO 

66 

56 

42 

26 

54 

47 

19 

7 

12 

26 

45 

18 

20 

EXERCISE-  Con.  Percent  of  population 

Would  you  say  that  you  are  physieally  more  active,  less 
active,  or  about  as  active  as  other  persons  your  age?*-^ 
Is  that  (a  lot  inore  or  a  little  nore/a  lot  l»<s  or  a 
little  less)  active? 

A  lot  Bore  

A  little  wore  

About  as  active  

A  lot  less  

A  little  less  •.  

How  nany  days  a  week  do  you  think  a  person  should  exercise 
to  strengthen  the  heart  and  lungs? 

Less  than  3  days  

3-4  d*y«  

5  days  or  aore  

Don't  know  

For  how  nany  ainutes  do  you  think  a  person  should  exercise 
on  each  occasion  so  that  the  heart  and  lungs  are 
strengthened? 

Less  than  15  ainutes  

IS  to  25  ■liwtes  

More  than  25  ainutes  

Don't  know  

Ojring  those  (nunber  in  7b)  ainutes,  how  fast  do  you  think 
a  person's  heart  rate  and  breathing  should  be  to  strengthen 
the  heart  and  lungs?    Do  you  think  that  the  heart  and 
breathing  rate  should  be-- 

No  faster  than  usual  

A  little  faster  than  usual  

A  lot  faster  but  Ulklng  Is  possible  

So  fast  that  talking  is  not  possible  

Don't  know  

SMOKING 

Cigarette  smoking  status  (Based  on  Items  S.1-3) 

Never  

Former  

Current  (Includes  unknown  amount  snokea)  

Less  than  15  

15-r«  

25  ind  over  

On  the  iverage.  about  how  many  cigarettes  a  day  do  you  now 
siwke?'  (Cur-ent  smoktrs) 
Less  than  j  

25  and  over  

Tell  me  if  you  think  cigarette  smoking  definitely  increases, 
probably  Increases,  probably  does  not.  nr  definitely  does 
not  increase  a  person's  chances  of  getting  the  following 
problems? 


4 

3 

2 

4 

8 

3 

4 

44 

45 

43 

44 

45 

43 

45 

36 
1 

46 

1 

44 

30 
1 

11 
0 

38 

1 

33 
1 

16 

5 

10 

21 

36 

15 

17 

45 

56 

41 

37 

48 

36 

54 

25 

14 

23 

32 

36 

32 

18 

30 

30 

36 

31 

16 

33 

28 

9 

12 

10 

7 

6 

9 

10 

12 

13 

14 

13 

7 

13 

12 

8 

5 

12 

10 

3 

10 

6 

31 

41 

28 

24 

37 

28 

35 

41 

42 

39 

42 

46 

41 

42 

27 

17 

33 

34 

17 

31 

23 

Eaphyseaa 
Increase 


Increases  

Does  not  Increase  

Oon't  know/No  opinion   7 

Bladder  cancer 

Increases   35 

Does  not  Increase   25 

Don't  know/No  opinion   40 


91 

"94 

92 

88 

92 

91 

2 

2 

2 

1 

2 

2 

7 

4 

6 

11 

6 

7 

41 

33 

34 

31 

37 

34 

30 

30 

21 

14 

24 

25 

28 

37 

45 

55 

39 

«9 
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TibU  1.  Provtslorul  tttlMtcs  of  the  percent  of  popu1«tlon  with  selected  behtv<ort  «nd  knovlcdM  froa  the  IMS  N«t1on«I  Health 
Interview  Survey  Supplenent  on  Health  Prosotlon  and  Disease  Prevention,  by  age  and  s«i:   United  Sutet,  JaniMry-ltorch  196$— Con. 

(Data  are  based  on  household  Interviews  of  the' civilian  nonlnstltutlonallzed  population.    The  survey  design,  general 
qualifications,  and  Infonsatlon  on  the  reliability  of  the  estlaates  are  given  In  technical  notes.) 


Age  Se> 

Section    

and 

I  tea  All      18-29     30-44     45-64  6S  years 

nunber  Health  behaviors  and  knc«1edg«;  ages     years    years    years  and  over  Male  FeMtc 


SMOKING  -Con.  Percent  of  population 


S.4.       Tell  at  (f  you  think  cigarette  smoking  oerinltely  Increases, 
probably  Increases,  probably  does  not.  or  definttely  does 
not  Increase  a  person's  chances  of  getting  the  following 
problems?-  Con. 
Cancer  of  the  larynx  or  voice  box 

Increases  

Does  not  Increase    

Oon't  know/No  opinion  


Cataracts 

Increases  

Does  not  Increase  

Oon't  know/No  opinion  

Cancer  of  the  esophagus 

Increases  

Ooes  not  increase  

Oon't  know/No  opinion — 
Chronic  bronchitis 

Increases  

Ooes  not  Increase  

Oon't  know/No  opinion.... 

Gallstones 

Increases  

Does  not  Increase  

Don't  know/No  opinion  

Ljjng  rkncmr 

Increases  

Does  not  Increase  

Oon't  know/No  opinion..,. 


S.4.      Ooes  cigarette  smoking  during  pregnancy  definitely  increase, 
probably  Increase,  probably  not  or  definitely  not  Increase 
the  chances  of-- (Persons  under  45  years  of  age) 
Miscarriage 

Increases  

Does  not  Increase  

Oon't  know/No  opinion  

Stillbirth 

Increases  

Ooes  not  Increase  

Don't  know/No  opinion  

Premature  birth 

Increases  

Ooes  not  Increase    

Don' t  know/Mo  opinion  

Low  birth  weight  of  the  newborn 

Increases  

Ooes  not  Increase  

Don' t  know/No  opinion  

S.Sa.      If  a  woman  takes  birth  control  pills.  It  iff  we  I'kely 

to  have  a  'troke  If  she  smokes  than  (f  she  does  "Ot  smoke' 
(Persons  under  45  /ears  of  age) 

More  likely  

Not  likely  

Don  '  t  know  


B8 
3 
9 

92 
3 
5 

92 
3 
6 

86 
3 

10 

77 
4 
19 

87 
4 
9 

89 
3 
8 

16 
41 
43 

21 
46 

33 

14 
47 

38 

14 
37 
49 

11 
27 
61 

17 
41 
42 

14 
41 
M 

80 
6 
14 

85 
5 
9 

83 
7 

10 

78 
6 
16 

70 
24 

79 
7 

81 

87 
4 

9 

90 
4 
6 

89 
S 
6 

86 
4 
9 

77 
S 
18 

86 
5 
9 

87 
4 
9 

11 
4S 
44 

14 

51 
35 

9 
51 
40 

9 
41 
49 

9 
31 
60 

11 
48 
43 

11 
44 
4S 

4 

98 

1 

97 
1 
2 

94 

2 
S 

88 

2 
9 

9S 
1 
4 

9$ 
1 
4 

74 
12 
14 

79 
10 
10 

70 
13 
17 

74 

10 
16 

75 
14 

12 

6$ 
IS 

ZO 

71 
13 
16 

60 
16 
23 

64 

13 
23 

67 
16 
17 

70 
13 
17 

75 
11 
14 

66 
14 

20 

65 
13 
22 

75 
12 
13 

60 
7 

13 

83 
6 
11 

76 
9 
15 

74 

8 
18 

05 
7 
9 

65 
6 

29 

67 
6 
27 

63 
6 
31 

56 
7 
38 

74 

6 

21 

See  footnotes  at  end  of  table. 
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Provisional  estimates  of  the  percent  of  population  with  selected  behaviors  and  knowledae  fro*  the  1985  National  Health 
sease  Prevention,  by  age  and  se«:    United  States,  January.Narch  198S--Con. 


Table  1 

Interview  Survey  Supplement  on  Healtj  Promotion  and 


(Data  are  based  on  household  intervie»s  of  the  civil la"  noninstitutioralixed  population.  The  survey  design,  general 
qualifications,  and  information  on  the  reliability  of  the  estimates  ft  given  in  technical  notes.) 


Health  behaviors  and  kr 


N ledge 


All 
ages 


18.29 
yean 


30-44 
years 


4S-64  «S  years 

years  and  ever  Male  FcmI 


. Ic.     Have  you  had  at  least  one  d 
during  the  past  year?'  (Yes 


ALCOHOL  USE 

of  beer. 


Kine  or  liquor 


l.Z.       In  the  past  2  wcelts,  on  how  many  days  din 
alcoholic  beverages,  such  as  beer,  wine. 

Did  not  drink  in  past  year  

Hone  

1-4  days  

5-9  days  

10-14  days  


:',i!S'' 


In  the  past  2  weeks,  on  the  d<ys  that  ycu  d 
beverages,  how  many  drinks  did  you  have  per 
average?' 

Old  not  drink  in  past  year  

None  

1  drink  

2  drinks  

3-4  drinks  

5  or  more  drinks  


ank  alcoholic 
day,  on  the 


DrirAing  Index  (2-week  daily  drinking,  based  on  items  T.1-3) 

Old  not  drink  In  past  year  

None  

Light  (.01  to  .21  ounce  absolute  alcohol)  

Moderate  (.22  to  .99  ounce  absolute  alcohol)  

Heavier  (1.00  ounces  or  more  absolute  alcohol)  


During  the  past  12  months,  on  how  many  days  did  you  have  9  or 
more  drinks  of  any  alcoholic  beverage? 

1  or  more  days  

5  or  more  days  


During  the  past  12  months,  on  how  many  days  did  you  have  S  or 
more  drinks  of  any  alcoholic  beverage?' 

1  or  more  days  

10  or  more  days  


During  the  past  year,  how  many  times  did  you  dr've  when  you 
had  perhaps  too  much  to  drink? 

1  time  

2  or  more  times  


Tell  me  if  you  think  heavy  alcohol  drinking  definitely 
increases,  probably  increases,  probably  does  not,  or  definitely 
does  not  Increase  a  person's  chances  of  getting  the  following 
problems? 
Throat  cancer 

Increases  

Does  not  Increase  

Don't  know/No  opinion  

Cirrhosis  of  the  liver 

Increases  

Does  not  increase  

Don't  know/No  opinion  

Bladder  cancer 

Increases  

Does  not  Increase  

Don't  know/No  opinion  


Percent  of  population 


66 

76 

74 

62 

41 

57 

34 

24 

26 

38 

59 

23 

43 

14 

14 

15 

14 

11 

13 

14 

32 

43 

37 

26 

15 

35 

30 

g 

12 

10 

g 

3 

13 

s 

11 

7 

11 

14 

11 

15 

7 

34 

24 

26 

38 

59 

23 

43 

14 

14 

15 

14 

11 

13 

14 

16 

11 

18 

18 

16 

15 

16 

16 

17 

18 

IS 

8 

18 

13 

13 

19 

14 

10 

3 

17 

9 

e 

14 

8 
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2 

13 

4 

34 

24 

26 

38 

59 

23 

43 

14 

14 

IS 

14 

U 

13 

14 

24 

27 

28 

22 

14 

23 

24 

20 

26 

23 

17 

10 

27 

IS 

e 

9 

7 

9 

6 

14 

3 

13 

26 

13 

7 

2 

23 

5 

7 

15 

7 

4 

1 

14 

2 

26 

44 

30 

16 

6 

39 

15 

14 

25 

14 

8 

3 

23 

5 

4 

7 

5 

1 

0 

5 

3 

e 

16 

9 

3 

1 

13 

3 

39 

39 

36 

39 

46 

38 

40 

35 

42 

40 

31 

17 

38 

31 

26 

19 

24 

30 

38 

24 

29 

95 

96 

97 

95 

89 

95 
1 

95 
1 

1 
4 

1 
3 

1 
2 

1 
4 

1 

10 

4 

4 

66 

73 

68 

64 

55 

67 

65 

11 

12 

13 

11 

7 

12 

11 

22 

15 

19 

25 

37 

21 

24 

See  footnotes  at  end  of  table. 


10  adwoncedala 


177 


Table  1.  ProvUionil  ettlMtes  of  the  percent  of  population  oUh  selected  beh«v<ori  and  knowledge  from  the  19SS  National  Health 
Interview  Survey  Supplement  on  Health  Pronetlon  and  Disease  Prevention,  by  age  and  sex:    United  States.  January-March  19a5-.Con. 

(Data  are  based  on  household  InUrvlews  of  the  civilian  nonlnstltutlonallied  population.    The  survey  design,  general 
qualifications,  and  Inforwatlon  on  the  reliability  of  the  estlnates  are  given  In  technical  notes.) 


Section 
and 
<te* 


Health  behaviors  and  knowledge 


*9« 


All       18-29     30-44     4$. 64  65  years 

ages     years    years    years  and  over  Hale  Teaale 


ALCOHOL  USE  .-Con. 
Tell  ae  tf  you  think  heavy  alcohol  drinking  definitely 
Increases,  probably  Increases,  probably  uoes  not.  or  definitely 
does  not  Increase  a  person's  chances  of  jetting  the  following 
probleasT-  Con. 

Cancer  of  the  wuth 


Percent  of  population 


Ii 

Oocs  not  increase  

Don't  know/No  opinion. 


Arthritis 

Increases  

Does  not  Increase  

Don't  know/No  opinion. 
Blood  clots 

Increases  

Doct  not  Increatt  

Don't  know/No  opinion. 


Does  heavy  drinking  durlna  pregnancy  definitely  Increase, 
probably  Increase,  probably  nut  or  definitely  not  increase 
the  chances  of— (Persons  under  4S  years  of  age) 


Miscarriage 

Increases  

Does  not  Increase  

Don't  know/No  opinion. 


Mental  reurdatlon  of  the 

IncfMtM  

Does  not  Increase  

Don't  know/No  opinion.. 


Low  birth  wel^t  of  the  newborn 

Increases  

Does  not  Increase  

Don' t  know/No  opinion  

Birth  defects 
IncreiKS  

Does  not  Increase  

Don't  know/No  opinion  


Have  you  ever  heard  of  Tetal  Alcohol  Syndrome?  (Persons  under 
45  years  of  age)  (Yes)  


31 

30 

27 

32 

38 

29 

33 

37 

45 

43 

31 

20 

42 

32 

32 

25 

30 

36 

43 

30 

35 

13 

15 

12 

13 

13 

14 

13 

46 

55 

50 

41 

29 

47 

W 

41 

30 

38 

45 

58 

38 

43 

34 

45 

32 

28 

27 

34 

34 

31 

31 

37 

32 

20 

14 

29 

35 

24 

31 

40 

S3 

32 

37 

86 

90 

82 

86 

86 

3 

5 

3 

7 

12 

11 

84 

88 

80 

82 

86 

4 

6 

6 

13 

12 

85 

87 

82 

81 

88 

4 

4 

5 

9 

13 

14 

89 

81 

82 

88 

4 

6 

6 

10 

7 

13 

12 

58 

S5 

60 

52 

63 

OtMTAL  CARE 

abcut  preventing  tooth  decay.    After  I 


This  next  question 

read  ea^h  of  che  following,  tell  me  <f  /ou  think  It  Is 
definitely  liaportant,  probably  tmpo-tant.  probably  not 
definitely  not  Important  In  preventing  tooth  decay. 


Seeing  a  dentist  regularly 
li^ortant  

Not  Important  

Don't  know/Ho  opinion  

Drinking  water  with  fluoride  fro»  early  childhood 

I^rUnt  

Not  Important  

Don't  know/No  opinion  

Regular  brushing  and  flossing  of  the  teeth 


96 

97 

97 

95 

93 

95 

97 

2 

2 

2 

2 

3 

1 

1 

2 

4 

2 

2 

SO 

86 

86 

77 

£2 

79 

81 

9 

7 

8 

7 

9 

\i 

5 

1 

15 

30 

12 

12 

98 

99 

99 

97 

95 

98 

98 

0 

0 

I 

1 

I 

0 

1 

2 

4 

2 

1 

See  footnotes  at  end  of  table. 


T^^.If  1.  »roy(iion*1  rttiinatrs  of  the  percent  of  popultHon  w^t^  selected  beh*y)orj  «nd  knowledge  fro*  the  IMS  National  Health 
Intemtew  Survey  $upp1e«»ent  on  Health  Promotion  and  Disease  Prevention,  by  age  and  5e«:    United  States.  January-March  198S->Con. 

lOil*  trt  based  on  household  Interviews  of  the  civilian  nonlnstitutlonalized  population.    The  survey  design,  general 
Qualifications    and  Information  on  the  reliability  of  the  estimates  are  given  in  technical  notes.) 


Health  behaviors  and  knowledge 


All 
ages 


lS-29     30-U     4S.64  6S  years 
years    years    yeari  <nd  over  Hale 


OeNTAL  CWC-Con. 
This  ne«t  question  Is  about  preventing  tooth  decay.  After 
read  each  of  the  following,  tell  ne  If  you  think  it  Is 
definitely  Important,  probably  Important,  probably  not,  c 
definitely  not  important  In  prevenling  tooth  decay.-  Con. 

Using  fluoride  toothpaste  or  fluoride  mouth  rinse 

laportant  

Not  Important  

Oon  t  know/No  opinion  

Avoiding  between  meal  sweets 

I^wrtant    

Not  important    

.  Don't  know/No  opinion  


Percent  of  population 


disease.  In  your 
s  each  of  the 


Now  I  m  going  to  ask  about  preventing  gi 
opinion,  how  lF~irtant  or  not  Important 
following  In  preventing  gum  disease? 
Seeing  a  dentist  regularly 

laporUnt  

Not  Important  

Don't  know/No  opinion  

Drinking  water  with  fluoride  from  early  childhood 

Important  

Not  Important  

Don't  know/Ho  opinion  

Regular  brushing  and  flossing  af  the  teeth 

Ii»orUnt  

Not  Important  

Don't  know/No  opinion  

Using  fluoride  toothpaste  or  fluoride  mouth  rinse 

Important  

Not  Important  

Don't  know/No  opinion  

Avoiding  between-aeal  sweets 

Important  

Not  Important  

Don't  know/No  opinion  

In  your  opinion,  which  of  the  following  Is  the  main  cause  of 
tooth  loss  In  children? 

Tooth  dec«y  

r.um  disease  

In>ury  to  the  teeth  

Dor  ' I  ilKm  


M.i.        In  your  opinion,  «*ilch  Of  the  folio 
tooth  loss  In  adults? 

Tooth  decay  

Ciai  disease  

Injury  to  the  teeth  

Don't  know  

U.Sa.     Have  you  ever  heard  of  dental  sealants?  (Yes). 


ling  Is  the  main  cause  o< 


90 

97 

94 

86 

76 

90 

90 

4 

2 

3 

5 

5 

4 

3 

6 

I 

3 

9 

19 

7 

6 

90 

90 

92 

90 

83 

89 

90 

6 

8 

6 

S 

6 

7 

5 

4 

1 

2 

11 

4 

4 

96 

97 

97 

95 

92 

95 

96 

2 

2 

2 

3 

2 

3 

1 

2 

1 

1 

3 

6 

2 

2 

66 

74 

67 

62 

$4 

64 

67 

\1 

18 

19 

17 

10 

19 

IS 

17 

8 

13 

21 

36 

18 

17 

96 

98 

98 

95 

92 

96 

97 

I 

1 

1 

2 

1 

1 

3 

1 

1 

3 

7 

3 

2 

78 

86 

78 

73 

71 

76 

60 

12 

10 

IS 

12 

7 

13 

10 

11 

4 

8 

14 

» 

11 

11 

61 

84 

81 

80 

78 

80 

82 

12 

13 

13 

11 

S 

13 

10 

7 

3 

S 

9 

14 

7 

7 

5S 

54 

57 

61 

60 

55 

60 

8 

6 

7 

9 

9 

10 

7 

30 

36 

35 

26 

18 

31 

30 

4 

1 

2 

4 

13 

4 

4 

40 

40 

37 

40 

44 

41 

38 

55 

55 

60 

55 

43 

53 

57 

2 

3 

2 

2 

3 

3 

3 

1 

1 

3 

10 

3 

3 

23 

20 

30 

23 

14 

22 

23 

See  footnotes  at  end  of  table. 
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12  acKenoedata  

T«bt«  1.  Provltionti  ettitMtei  of  the  percent  of  popu1«tlon  «<th  telKted  behtvtors  and  knowledge  from  th«  198S  N«t<on«l  Httltti 
Interview  Survey  Suppleaent  on  HetUh  Proowtlon  «nd  0<seise  Prevention,  by  «g«  ind  tex:    UnUed  Stttes,  J«nutry-H«rch  198S-.Con. 

(0«U  trt  based  on  household  Interviews  of  the  c<viH*n  noninstltuUcniUzed  population.    The  survey  design,  general 
qualifications,  and  information  on  the  reliability  of  the  estiMtcs  are  given  In  technical  notes  ) 

Age  Se« 

Section     

and   '■  

Itea  All      18-29     30-44     45-64  6S  years 

nuabe'  Health  behaviors  and  knowledge  ages     years    years    years  and  over  Hale  Feaale 

OCCUPATtONM.  SAFETY  AND  HEALTH  Percent  Of  popuUtton 

V.la.  In  your  present  job,  are  you  exposed  to  any  substances  that 
could  endanoer  yoL>-  health,  such  as  chcalcals.  dusts,  funs 

or  gases?3  (Currently  eaployed  persons)  (Yes)   36        36         37         34         U        45  2* 

V.Za.  In  your  present  Job,  are  you  exposed  to  any  work  conditions 
that  could  endanger  your  health,  such  as  loud  nolst,  eitre« 
heat  or  cold,  physical  or  nental  stress,  or  radiation?' 

(Currently  employed  persons)  (Yes)   37         36        41         33         15        43  » 

V.34.     In  your  present  Job  are  you  exposed  to  any  risks  of  accidents  or 

lnJur1es?J  (Currently  employed  persons)  (Yes)   41         44        41         38        34         52  27 

'National  Center  for  Health  Statistics.  C  A.  Schoenborn.  and  K.  M.  Oanchik:  Health  Practices  Among  Adults:  UnUed  States,  1977. 
Advance  Data  Fro«  Vital  and  Health  Statistics-  No.  64.  OHEU  Pub.  No.  (PHS)  78-1250.  Public  Health  Service.  Hyattsvllle,  Nd., 
Nov.  4.  1980.  

^National  Center  for  Health  Statistics,  A.  J.  Moss  and  C.  Scott:  Characteristics  of  persons  with  hypertension.  United  States. 
1974.    Vital  and  Health  Statistics.    Series  10,  No.  121.    OHEW  Pub.  Ho.  (PHS)  79-1549.  Public  Health  Service.  Washington.  U.S. 
Governncnt  Printing  Office,  Dec.  1978 . 

^National  Center  for  Health  Statistics,  C.  A.  Schoenborn.  t.  H.  Oanchik,  and  J.  Ellnson:   Basle  data  froa  Wave  I  of  the  National 
Survey  of  Personnal  Health  Practices  and  Consequence.  United  States,  1979.  Vital  and  Health  Statistics.  S«r1ti  15.  Ho.  2.  OHHS 
Pub.  No.  (PHS)  81-1163.  Public  Health  Service.  Washington.  U.S.  Covernaent  Printing  Office.  Aug.  19BI. 

*Nat1onal  Center  for  Health  Statistics.  S.  Bloom  and  S.  S.  Jack:    Persons  with  and  without  a  regular  source  Of  aedlcal  care. 
United  States.    Vital  and  Heilth  Statistics.    Series  10.  No.  151.    OMHS  Pub.  No.  (PHS)  85-1579. 

SHatlonal  Center  for  Health  Statistics.  A.  J.  Moss  and  M.  h.  wilder:  Use  of  selected  medical  procedures  associated  with 
preventive  care.  United  States.  I'jn.    vital  and  Health  Statistics.  S»rles  10.  Ho.  110.  OHEW  Pub.  No.  (HRA)  77-1538.  Health 
Resources  Administration.  Washington.  u7?nSiernment  Printing  5T?lce,  Mar.  1977. 

^National  Center  for  Health  Statistics,  J.  w.  Choi:    E.ercse  and  Participation  in  Sports  Ainong  Persons  20  ittn  o>  Age  and  Over: 
United  States,  1975.    Advance  Data  Frpr-  Vi  tal  and  Health  Statistics.    No.  19.    OHEW  Pub.  No.  (PHS)  78-1250.    Public  Health 
Service.    Hyattsvllle.  Md..  March  15,  .fTT 

'National  Center  for  Health  Statistics:  Health    United  States.  1984.    DHHS  Pub.  No.  IPHS)  85-1232.    Public  Health  Service. 
Washington.    U.S.  Government  Printing  Office.  Dec.  1984. 
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Technical  notes 

The  Nttional  Health  Interview  Survey  (NHIS)  is  a  con- 
tinuous, cross- sectional,  nationwide  survey  conducted  by 
household  interview.  Each  week  a  probability  sample  of  house- 
holds is  interviewed  by  personnel  of  the  U.S.  Bureau  of  the 
Census  to  obtain  information  on  the  health  and  other  charac- 
teristics of  each  member  of  the  household  in  the  civilian  non- 
institutionalized  population. 

During  the  first  quarter  of  1985.  the  sample  consisted  of 
approximately  9,250  households.  The  total  noninterview  rate 
was  about  4  percent— about  3  percent  of  which  was  due  to 
respondent  refusal  and  the  remainder  primarily  due  to  an  in- 
ability to  locate  an  eligible  respondent  at  home  after  repeated 
calls.  Information  was  obtained  for  all  household  members  for 
the  core  section  of  the  questionnaire,  although,  for  the  Health 
Promotion  and  Disease  Prevention  Supplement,  one  adult  per 
family  was  randomly  selected  as  the  respondent.  This  procedure 
resulted  in  an  additional  nonresponse  rate  of  about  10  percent. 
About  8,350  supplements  were  completed.  A  description  of 
the  survey  design,  methods  used  in  estimation,  and  general 
qualifications  of  the  NHIS  data  is  provided  in  The  Saiional 
Health  Interview  Sun-ey  Design,  1973-84,  and  Procedures. 
1975-83  (see  pp.  8-9)' 

'Niiional  Ccnur  lot  Health  StMitUct.  M.  C.  Kovir  tnd  C.  S.  Pot:  Th«  Nttlonil 
HmIUi  Inurvlew  Survey  Oeti|n.  1973  «4.  ind  Procedurei.  I975-S3  i'lial 
and  Htalih  Staiisiict.  Seriet  I.  No.  IS.  DHHS  Pub  No  IPHS)  (5-1320 
Public  Heillh  Service.  Wtshin|ion.  U  S.  Covernmeni  Pnniini  OITice.  Au| 
1983 


The  estimates  shown  in  this  report  are  based  on  a  sample 
of  the  civilian  noninstitutionalized  population  rather  than  on 
the  entire  population  and  are  therefore  subject  to  sampling  error. 
Some  tables  in  this  report  contain  cells  in  which  the  estimate  is 
small  for  a  given  characteristic.  When  an  estimate  or  the  nu- 
merator or  denominator  of  a  rate  is  small,  the  sampling  error 
may  be  relatively  high.  The  estimated  population  hr  eicli  oi 
the  demographic  categories  presented  in  this  report  is  given  in 
table  I.  Approximate  standard  errors  of  estimates  are  shown  in 
table  II. 

To  expedite  the  early  release  of  data  from  the  Health 
Promotion  and  Disease  Prevention  Supplement,  it  was  processed 
separately  from  the  NHIS  core  questionnaire.  Thus  the  supple- 
ment has  not  been  linked  as  yet  with  the  core  dau.  In  addition, 
since  there  were  also  major  changes  in  the  sample  design  in 
1985.  both  the  estimates  of  behaviors  and  knowledge  and  the 
standard  errors  of  the  estimates  shown  in  table  II  are  provi- 
sional and  will  be  modified  when  the  final  estimates  based  on 
the  linked  core  are  released. 
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The  Tobacco  Institute  Enclosure  2. 


THE  RESPONSIBLE  LIVING  PROGRAM 

o  In  1984  -  The  Institute  launched  its  current  "Responsible  Living"  program  by 
offering  a  free  parental  guidebook,  "Helping  Youth  Decide,"  prepared  by  the 
National  Association  of  State  Boards  of  Education.  Another  booklet, 
"Helping  Youth  Say  No"  followed  in  1986.  Both  provide  guidance  on  family 
commimication  to  enable  parents  to  help  youngsters  develop  decision-making 
skills  needed  to  deal  wisely  with  everyday  choices  and  with  lifestyle  decisions 
such  as  smoking. 

These  two  Tobacco  Institute-funded  booklets,  "Helping  Youth  Decide"  and  "Helping 
Youth  Say  No"  comprise  the  core  of  the  program.  Since  their  introduction,  they 
have  helped  thousands  of  parents  and  teachers  assist  children  in  making  decisions 
about  important  adult  activities. 

Their  success  has  been  remarkable.  More  than  700,000  booklets  have  been 
distributed  nationwide  at  a  cost  of  more  than  half  a  million  dollars  for  printing 
alone.  Initially  advertised  in  national  general  interest  and  news  magazines,  demand 
continues  to  be  high  among  parents  and  commimity  organizations,  where  these 
materials  are  used  to  teach  communications  skills  to  parents  and  teens  to  discuss 
subjects  as  diverse  as  teen-age  pregnancy,  the  impact  of  divorce  on  children, 
improving  school  performance  and  how  to  handle  peer  pressure. 

The  booklets  have  generated  large  numbers  of  unsolicited  letters  of  appreciation 
from  parents  and  support  groups  who  have  used  these  materials.  Several 
Congressmen  have  sent  them  to  all  pubHc  high  school  students  in  their  districts. 
One  Catholic  bishop  has  sent  copies  to  all  parochial  high  school  students  in  his 
diocese. 

Here  are  some  typical  comments: 

"Our  program  works  to  keep  parents  and  children  together,  and  your  booklets 
are  right  on  target  in  terms  of  dealing  with  the  care  issues...Thank  you  again 
for  developing  such  a  viable  tool  and  also  for  being  willing  to  distribute  it 
free  of  charge.  You  are  providing  a  very  valuable  service." 

Milwaukee  Coimty  Social  Services, 
Milwaukee,  Wisconsin 

"...have  found  it  invaluable  in  my  work  with  parents  and  youth.  The  copies 
I  am  requesting  will  be  used  at  several  parenting  workshops." 

Public  Health  Nurse,  Mental  Health  Center, 
High  Point,  North  Carolina 
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"As  the  parent  of  one  teen  and  two  who  will  soon  be  teens  (and  as  president 
of  PTA  Council),  I  found  the  information  in  the  booklets  just  great  It  is  a 
great  common  sense  approach  to  dealing  with  the  issue  which  is  most  on  the 
minds  of  parents  today." 

Greensburg,  Pennsylvania 

The  Institute  continues  to  promote  the  booklets  to  parents  and  teachers  around  the 
country  through  media  appearances  by  the  program's  national  spokesperson.  Jolly 
Ann  Davidson,  a  former  president  of  NASBE.  Upon  hearing  interviews  conducted 
by  Ms.  Davidson,  parents  or  young  people  can  send  for  their  free  booklet.  Interest 
generated  by  Ms.  Davidson's  appearances  underlines  the  continued  need  to  help 
parents  and  their  children  improve  communications. 

o  In  1986  -  The  Institute  expanded  the  "Responsible  Living"  program  by 
providing  unrestricted  grants  to  the  National  Association  of  State  Boards  of 
Education  (NASBE)  for  funding  Community  Alliance  Programs  (CAPs)  at  the 
rate  of  ten  a  year.  Towns  and  cities  throughout  the  U.S.  were  invited  to 
apply  for  the  grants,  which  provide  the  impetus  for  a  broad  conmiunity-based 
effort  to  improve  parent-youth  interaction,  using  "Helping  Youth  Decide"  and 
"Helping  Youth  Say  No"  booklets. 

o  The  total  expenditure  for  this  program  from  its  inception  to  date  has  been  more 
than  $5.^  milliQn. 

The  Community  Alliance  Program  (CAP),  also  revolves  around  these  booklets,  each 
community  tailoring  its  programs  and  the  use  of  the  booklets  to  meet  specific  needs. 
For  example. 

In  Queens,  New  York,  a  CAP  began  as  an  informal  group  of  parents 
concerned  about  drinking  at  teenage  parties.  It  subsequently  became  an 
incorporated  non-profit  community  service  organization.  The  "Helping 
Youth  Decide"  booklet  was  used  in  these  parent  education  workshops, 
targeted  toward  minority  parents  and  the  parents  of  at-risk  students. 

In  Colorado  Springs,  Colorado,  the  CAP  was  formed  within  a  middle 
school-based  program  focusing  on  building  communication  between  young 
adolescents,  parents  and  step-parents.  Program  coordinators  use  the 
"Helping  Youth  Decide"  material  to  expand  a  program  to  develop  peer 
leaders  in  drug  and  alcohol  use/abuse  situations  and  in  general  problem 
solving. 

Many  CAP  programs  are  launched  with  seed  money  from  The  Tobacco  Institute  are 
freestanding  today  and  continue  to  serve  communities  throughout  the  country. 
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Statement  of  the  American  Public  Health  Association 

The  American  Public  Health  Association  (APHA),  representing  a  combined  na- 
tional and  affiliate  membership  of  over  55,000  public  health  professionals  and  com- 
munity health  leaders,  strongly  supports  S.  776,  a  bill  to  disallow  tax  deductions  for 
tobacco  product  advertising  expenses,  and  S.  801,  a  bill  to  increase  the  excise  tax  on 
cigarettes  by  22  cents  per  pack. 

These  two  bills  are  directly  in  line  with  APHA  policy.  Since  first  recognizing  the 
harmful  health  effects  of  tobacco  in  1959,  APHA  has  been  a  leader  in  the  fight 
against  tobacco-related  morbidity  and  mortality.  In  its  efforts,  APHA  has  supported 
all  efforts  to  limit  tobacco  advertising.  Our  organization  has  also  favored  increased 
excise  taxes  on  tobacco  products.  In  1986,  APHA  adopted  a  policy  supporting  an  in- 
crease in  the  Federal  taxes  on  tobacco  by  a  factor  of  five  or  more. 

Both  of  these  bills  are  supported  by  a  wealth  of  evidence  pointing  to  the  enormous 
human  and  economic  costs  of  tobacco  consumption.  In  1989,  the  Surgeon  General 
estimated  that  smoking  is  directly  responsible  for  390,000  deaths  each  year  in  the 
United  States  (US  DHHS  1989).  The  prevalence  of  tobacco  consumption  among 
women  and  children  is  particularly  frightening.  While  smoking  rates,  in  general, 
have  been  decreasing,  the  rate  of  decrease  has  been  much  slower  among  women 
than  among  men.  In  addition,  an  alarming  number  of  America's  teens  are  smoking. 
The  Surgeon  General  estimates  that  every  day  over  3,000  teens  take  up  smoking 
(US  DHHS  1989).  More  than  80  percent  of  all  smokers  initiate  smoking  before  the 
age  of  21  (US  DHHS  1989). 

The  financial  implications  of  these  figures  are  tremendous.  A  recent  Department 
of  Health  and  Human  Services  study,  entitled  Smoking  and  Health,  A  national 
Status  Report,  estimated  that  smoking  costs  the  nation  more  than  $52  billion  annu- 
ally. This  equates  to  $221  per  year  for  each  American,  smoker  and  non-smoker  alike 
(US  DHHS  1990).  The  increased  burden  is  reflected  in  higher  health-care  and  insur- 
ance costs.  Thus  Medicare  and  Medicaid  expenses  are  increased.  Not  included  in 
these  figures  are  losses  in  work  productivity,  which  constitute  yet  another  cost  of 
tobacco  consumption. 

Tragically,  these  human  and  economic  costs  are  being  maintained  and  even  in- 
creased by  the  advertising  tactics  of  tobacco  companies.  The  Surgeon  General's  1989 
report  presents  several  studies  which  indicate  that  decreasing  the  amount  of  tobacco 
advertising  would  decrease  smoking  prevalence  rates  (US  DHHS  1989).  These  stud- 
ies associate  recognition  and  approval  of  cigarette  advertisements  with  subsequent 
propensity  to  smoke. 

It  is  especially  disturbing  that  tobacco  companies  increase  consumption  rates 
through  deceptive  advertising.  A  1981  report  by  the  Federal  Trade  Commission  con- 
cluded that  cigarette  advertising  may  be  deceptive  because  its  themes  and  imagery 
may  have  a  capacity  or  even  a  tendency  to  deceive  (FTC  1981).  Of  most  concern  are 
advertisements  that  associate  smoking  with  attractiveness,  athletic  success,  popular- 
ity, affluence,  and  good  health.  Such  ads  run  directly  counter  to  the  fact  that  tobac- 
co smoke  is  a  potent  killer. 

Not  only  are  tobacco  advertisements  deceptive,  but  often  they  are  also  directed  at 
women,  children,  and  minorities.  An  example  is  R.J.  Reynolds'  marketing  of 
"Uptown."  Dr.  Louis  Sullivan,  Secretary  of  the  U.S.  Department  of  Health  and 
Human  Services,  effectively  argued  that  the  advertising  of  this  product  was  targeted 
toward  black  Americans.  Sullivan  added  that  "Uptown's  message  is  more  disease, 
more  suffering  and  more  death  for  a  group  already  bearing  more  than  its  share  of 
smoking-related  illness  and  mortality"  (Schiffman  1990).  The  Uptown  example  is 
analogous  to  that  of  "Dakota,"  a  cigarette  which  is  being  targeted  at  young,  blue- 
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collar  women.  Still  other  advertisement  campaigns,  such  as  Camel's  cartoon 
"Smooth  Character,"  are  directed  at  adolescents  and  children. 

Clearly  something  must  be  done  to  put  an  end  to  this  seduction  of  our  citizens 
into  tobacco  addiction.  The  costs,  in  terms  of  lives  and  dollars,  are  simply  too  great. 
It  is  an  outrage  that  current  Federal  policy  forces  our  citizens  to  bear  these  costs 
while  it  simultaneously  subsidizes  tobacco  advertisements.  S.  801,  which  would  ter- 
minate government  subsidization  of  tobacco  product  advertising,  represents  an  ex- 
cellent means  to  ending  this  outrageous  policy. 

Another  effective  means  for  decreasing  tobacco  consumption  is  increasing  taxes 
on  tobacco  products.  Many  studies  have  demonstrated  that  increasing  excise  taxes 
on  cigarettes  would  result  in  a  profound  decrease  in  smoking  prevalence.  For  exam- 
ple, Dr.  Kenneth  E.  Warner,  of  the  University  of  Michigan,  concluded  that  a  "16- 
cent  increase  in  the  excise  tax  would  encourage  almost  3.5  million  Americans  to 
forego  smoking  habits  in  which  they  would  engage  if  the  tax  were  to  remain  at  16 
cents  per  pack  (the  current  value)"  (Warner  1986).  Other  studies  indicate  that  this 
tax  is  particularly  effective  in  deterring  teenagers  from  smoking.  A  1989  GAO 
report  estimated  that  a  21-cent-per-pack  increase  would  reduce  the  number  of  teen- 
age smokers  by  over  500,000.  This  translates  into  125,000  fewer  preventable  deaths 
(U.S.  GAO  1989).  These  two  studies  are  supported  by  the  recent  experience  in  Cali- 
fornia, where  in  1989  a  25-cent  excise  tax  increase  resulted  in  a  13.1  percent  de- 
crease in  cigarette  sales  over  a  9-month  period  (McAlister  et  al.  1990). 

Increasing  the  excise  tax  would  not  only  provide  an  effective  deterrent  to  smoking 
but  it  would  also  be  financially  beneficial  for  the  Federal  Government.  Increasing 
the  excise  tax  by  25  cents  per  pack  would  generate  an  estimated  $4.4  billion  in  new 
tax  revenues  (Coalition  on  Smoking  or  Health  1990). 

Yet  another  piece  of  support  for  increasing  the  excise  tax  on  cigarettes  is  that  this 
measure  is  publicly  supported.  A  1989  Gallup  Poll  survey  estimated  that  76  percent 
of  Americans  favor  increased  taxes  on  tobacco  products  (Gallup  1989).  In  fact,  the 
tax  increase  is  supported  by  smokers  and  non-smokers  alike:  a  1983  Texas  A&M 
University  study  found  that  58  percent  of  smokers  support  new  tobacco  product 
taxes  that  would  finance  educational  efforts  (Texas  Poll  1983). 

In  summary,  tobacco  consumption  exacts  a  tremendous  toll  on  our  society,  in 
terms  of  both  lives  and  dollars.  However,  we  have  at  hand  the  tools  to  put  an  end  to 
this  catastrophe.  S.  776  and  S.  801  represent  two  steps  that  are  fiscally  beneficial, 
publicly  supported,  and  morally  necessary.  APHA  therefore  strongly  supports  both 
of  these  bills  as  stepping  stones  to  the  ultimate  goal  of  a  smoking-free  society  by  the 
year  2000. 
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National  Chamber  Foundation  (NCF), 

Washington,  DC,  June  11,  1990.  i 

Hon.  Lloyd  M.  Bentsen,  Chairman,  I 

Senate  Committee  on  Finance,  ; 

Washington,  DC  I 

Health  Impact,  Cost  of  Smoking  I 

Dear  Senator  Bentsen:  I  am  writing  to  submit  the  following  comment  for  the  5/  ! 

24/90  hearing  record  in  the  captioned  matter.  Nothing  in  this  comment  is  intended  i 

to  influence  the  passage  of  legislation  now  before  the  Congress  of  the  United  States.  | 

The  National  Chamber  Foundation  ("NCF")  is  a  501(cK3)  tax  and  public  policy  re- 
search and  education  organization  affiliated  with  the  U.S.  Chamber  of  Commerce. 

-Foundation  research  is  sponsored  by  interested  business,  individuals  and  academics.  ' 

Our  findings  are  available  to  more  than  2,700  state  and  local  chambers  of  com-  j 
merce,  56  American  chambers  of  commerce  abroad,  and  more  than  1,200  trade  and 
professional  affiliates  of  the  Chamber  of  Commerce.  Through  BizNet,  the  Chamber's 

broadcast  support  facility,  NCF  research  findings  can  be  disseminated  to  more  than  ' 

80%  of  the  nation's  television  households.  I 

Our  purpose  in  submitting  this  testimony  is  to  comment  on  recent  and  unfortu- 
nate trends  in  tax  policy — namely  the  increasing  reliance  on  highly  regressive  j 
excise  taxes  and  user-fees  as  revenue  sources.  Our  concerns  are  that: 

1.  These  revenue  sources  most  adversely  affect  the  working  poor,  the  aged,  women  ' 
wage-earners,  and  the  middle  class.  . 

2.  State  and  local  governments  are  increasingly  reliant  on  excise  taxes  and  user-  I 
fees.  Given  the  decline  of  Federal  revenue  available  for  state  and  local  activities,  it  I 
can  be  expected  that  the  states  will  look  to  these  revenue  sources  and  that  adverse-  j 
ly  affected  groups  will  be  taxed  twice.  i 

3.  User-fees  have  an  accepted  definition  which  is  not  reflected  in  recent  proposals.  i 

4.  Excise  taxes  are  inefficient  allocators  of  Federal  resources.  j 

5.  Revenue  estimates  tend  to  be  overstated  and  fail  to  include  the  human  cost  of  | 
lost  jobs  and  reduced  economic  growth.  ' 

6.  Tax  policy  should  not  be  used  to  advance  social  agendas.  j 

background  ! 

By  way  of  background,  we  note  that  our  economy  was  not  functioning  smoothly  in  I 

the  late  1970s.  Inflation  was  in  double  digits,  interest  rates  were  at  an  all  time  high  i 

and  unemployment  was  outpacing  the  ability  of  state,  local,  and  Federal  Govern-  j 

ment  assistance  programs  to  ameliorate  the  misery.  In  some  measure,  President  } 

Reagan's  election  can  be  traced  to  poor  economic  conditions  and  based  on  this  i 

"mandate"  the  President  moved  quickly  to  cut  taxes  and  government  sf)ending.  The  ' 

fundamental  principle  underlying  the  Reagan  economic  program  was  that  every  I 

dollar  left  in  the  private  sector  was  a  dollar  available  for  renewed  economic  activity.  j 

Also  at  that  time,  the  Congress  was  badly  divided  and  without  an  economic  i 

agenda  of  its  own.  Absent  some  alternative — any  alternative — the  Congress  accepted  ' 
the  President's  call  for  tax  cuts  and  passed  ("ERTA")  the  Economic  Recovery  Tax 

Act  of  1981.  Unfortunately,  Congress  was  not  able  to  accept  the  spending  restraint  ' 

which  necessarily  had  to  follow  on  the  tax  cuts.  Indeed,  and  based  on  persistent  defi-  j 

cits.  Congress  has  yet  to  come  to  terms  with  the  need  to  reduce  spending.  | 

President  Reagan's  signature  of  ERTA  had  but  dried  when  Congress  recognized 

that  the  blueprint  also  called  for  spending  restraint.  The  dilemma  then  became  how  ' 
to  fund  politically  popular  programs.  The  solution  was  a  wink  and  nod  between  Con- 
gressional leaders  and  the  White  House;  provided  that  rates  and  indexing  were  left 

alone,  the  President  would  sign  a  revenue  bill.  I 

The  Senate  took  the  lead  and  passed  TEFRA— the  Tax  Equity  and  Fiscal  Respon-  j 
sibility  Act  of  1982.  To  mask  the  apparent  policy  reversal  and  to  secure  the  Presi-  : 
dent's  support  for  what  otherwise  was  a  revenue  bill,  Congress  sold  the  act  as  a  i 
"reform"  measure — one  that  put  an  end  to  abusive  practices,  closed  loopholes,  and  i 
denied  unintended  benefits.  The  success  of  this  rally  and  call  led  in  time  to  the  pas- 
sage of  the  Deficit  Reduction  Tax  Act  in  1984,  and  the  Tax  Reform  Act  of  1986.  By  i, 
/  1986  the  business  community  had  given  back  every  dollar  of  tax  benefit  enacted  in  j' 
)     1981  and  had  sweetened  the  pot  by  some  $300  billion.  j, 
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Wittingly  or  not,  Congress  had  created  a  money  machine.  By  lowering  rates  and 
expanding  the  tax  base  it  had  an  easy  way  to  raise  revenue.  Many  observers  believe 
that  Congress  would  have  raised  rates  long  ago  had  it  not  been  for  Presidents 
Reagan  and  Bush's  solemn  assurances  to  oppose  "tax  increases." 

The  revenue  dilemma  of  the  1980s  followed  us  into  the  1990s.  By  now,  however. 
Congress  was  not  able  to  raise  money  by  closing  loopholes  and  ending  abusive  prac- 
tices. A  new  blueprint  was  needed. 

The  new  blueprint  preserves  the  sanctity  of  rates  but  nonetheless  increases  the 
tax  burden  by  raising  money  through  excise  taxes  and  user-fees.  Although  such  rev- 
enue enhancers  represent  the  poorest  policy  choice  available,  they  supply  the  90s 
blueprint  with  the  incomparable  virtue  of  appearing  to  be  politically  safe.  Pursuant 
to  this  strategy  more  than  $8  billion  in  new  taxes  slipped  quietly  into  law  in  Janu- 
ary of  this  year  and  the  President  asked  for,  and  is  likely  to  get,  another  $14  billion 
in  such  revenue  in  the  next  fiscal  year. 

In  its  annual  effort  to  measure  the  tax  burden  on  the  average  worker's  paycheck, 
the  Tax  Foundation  reports  that  Tax  Freedom  Day — the  date  when  the  American 
taxpayer  will  have  earned  enough  money  to  pay  this  year's  total  taxes — is  two  days 
later  than  last  year  and  fell  on  May  5,  1990.  This  means  that  the  average  taxpayer 
will  labor  125  days,  from  January  1  to  May  5,  to  satisfy  all  Federal,  state  and  local 
tax  obligations.  The  Tax  Foundation  attributes  the  two-day  advance  to  several  im- 
portant factors:  the  base  broadening  provisions  in  the  Tax  Reform  Act  of  1986,  the 
January  1,  1990  increase  in  the  Social  Security  taxable  earnings  base  and  tax  rate, 
and  the  slowdown  in  economic  growth.  Nominal  income  is  estimated  to  grow  only 
5.7  percent  in  1990  while  the  total  tax  take  is  projected  to  increase  7.2  percent. 
Simply  stated,  tax  increases  are  outpacing  the  growth  in  individual  income. 

EXCISE  TAXES  ARE  REGRESSIVE  AND  MOST  ADVERSELY  AFFECT  THE  ELDERLY  AND 

WORKING  POOR 

Excise  taxes  and  misapplied  user-fees  are,  simply  put,  bad  policy.  They  are  regres- 
sive taxes  in  that  they  are  levied  without  regard  to  one's  ability  to  pay  and  they 
most  adversely  affect  the  working  poor,  the  elderly,  and  working  women. 

In  its  1988  report  analyzing  proposed  excise  tax  increases  totalling  $18  billion. 
Peat  Marwick  Main  &  Co.  found  that  the  taxes  of  low-income  taxpayers  would  in- 
crease and  would  substantially  more  than  offset  the  income  tax  reductions  con- 
tained in  the  Tax  Reform  Act  of  1986.  The  following  table  compares  the  distribu- 
tional effect  of  an  $18  billion  increase  in  excise  taxes  to  the  reduction  in  income 
taxes  enacted  in  the  Tax  Reform  Act  of  1986.  It  shows  that,  for  families  with  in- 
comes of  less  than  $10,000,  the  excise  tax  increase  is  nearly  5  times  as  great  as  the 
income  tax  reduction. 


COMPARISON  OF  ENACTED  INCOME  TAX  REDUCTIONS  AND  POTENTIAL  EXCISE  TAX  INCREASES 


Income  Class  (Thousands  of  dollars) 

Income  Tax  Reduction 

Excise  Tax  Increase 
(Millions  of  dollars) 

Net  Tax  Change 
(Millions  of  dollars) 

Excise  Tax 
Increase  as  a 
percent  of  Income 
Tax  Reduction 

Under  10  

-$414 

$1,981 

+  $1,568 

479 

10-20  

-2,983 

2,653 

-329 

89 

Subtotal  

-3,397 

6,635 

+  1,238 

136 

20-30   

-3,319 

2,836 

-483 

85 

30-50   

-8,112 

5,366 

-2,746 

66 

50-100   

-7.609 

4,324 

-3,284 

57 

Subtotal  

-19,040 

12,526 

-6,513 

66 

100-200   

-3,572 

610 

-2,693 

17 

Over  200   

-9,689 

229 

-9,460 

2 

Subtotal  

-13,261 

839 

-12,423 

6 

Total  

-35,698 

18,000 

-17,698 

50 

Source:  Peat  Marwick  Main  &  Co 


These  findings  confirm  those  of  prior  studies  showing  that  excise  taxes  dispropor- 
tionately affect  lower  income  wage-earners.  Donald  Phares,  in  1980,  analyzed  the 
distributional  impact  of  all  major  state  and  local  taxes  and  found  that  the  effective 
tax  rate  on  excise  taxes  declines  sharply  as  income  rises. 

A  second  and  more  recent  study,  prepared  by  the  Congressional  Budget  Office,  ex- 
amined the  distributional  effects  of  major  Federal  excise  taxes.  The  distributional 
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effects  were  measured  relative  to  a  broad-based  definition  of  family  income  and  to 
total  family  expenditures.  The  distributional  estimates  were  based  on  the  income 
and  expenditure  data  in  the  1982-1983  Consumer  Expenditure  Survey.  Here  again, 
the  study  found  that  excise  tax  rates  decline  sharply  as  incomes  rise. 

EXCISE  TAXES  AND  USER-FEES  ARE  IMPORTANT  STATE  AND  LOCAL  REVENUE  SOURCES 

As  Congress  looks  to  excise  taxes  and  user-fees,  so  do  the  states.  Many  local  gov- 
ernment officials  have  indicated  that  they  will  raise  taxes  or  user-fees  in  order  to 
address  growing  fiscal  pressures. 

The  National  League  of  Cities  ("NLC")  surveyed  314  municipal  officials  in  Novem- 
ber and  December,  1989  and  found  that  almost  40  percent  expect  to  raise  local  taxes 
in  the  coming  year  and  about  50  percent  projected  hikes  in  user-fees. 

It  should  be  noted  that  almost  one-half  of  the  NLC  respondents  judged  Congres- 
sional handling  of  the  budget  deficit  as  a  "total  failure."  They  also  gave  grades  of 
"poor"  to  "fair"  for  the  Federal  government's  performance  on  drugs,  poverty,  waste 
disposal,  homelessness,  housing  in  general,  education  and  oversight  of  financial  in- 
stitutions. Given  these  results,  perhaps  Congress  should  take  a  "go  slow"  approach 
when  it  comes  to  meddling  with  state  and  local  government  revenue  sources. 

NCF  notes  that  over  the  past  ten  years,  the  amount  of  Federal  revenue  shared 
with  local  governments  has  declined  by  almost  50  percent  in  terms  of  real  purchas- 
ing power.  State  aid  to  local  governments  has  been  growing  in  real  terms  but  not 
fast  enough  to  make  up  the  difference.  From  1979  to  1987,  intergovernmental  reve- 
nue as  a  percent  of  total  local  government  revenue  fell  steadily  from  45  to  38  per- 
cent. Given  the  current  and  projected  state  of  the  Federal  budget,  deficit  reduction 
efforts  are  likely  to  result  in  more  cuts  in  Federal  aid  to  local  governments  and 
more  pressure  on  state  and  local  taxes. 

USER-FEES  ARE  CHARGES  FOR  INDIVIDUAL  CONSUMPTION  OF  PUBLIC  SERVICES 

A  review  of  public  finance  literature  shows  that  the  term  "user-fee"  has  an  ac- 
cepted definition — it  is  a  charge  levied  on  individuals  who  consume  a  service  provid- 
ed by  government.  Defined  in  this  way,  a  user-fee  represents  a  method  of  charging 
individuals  directly  for  the  public  services  they  consume.  A  good  example  is  given 
by  the  now  common  practice  of  charging  entry  fees  to  national  parks.  Such  fees  are 
true  user-fees  because,  like  market-determined  prices,  they  help  ration  scarce  re- 
sources and,  moreover,  they  are  levied  not  on  the  public  at  large  but  instead  only  on 
those  who  wish  to  consume  the  amenities  offered  by  our  system  of  national  parks. 

Under  some  circumstances,  imposing  a  tax  on  a  privately  produced  good  can  serve 
as  a  (usually  imperfect)  substitute  for  a  user-fee.  Consider  the  Federal  excise  tax  on 
gasoline.  In  this  case,  an  individual's  tax  liability  obviously  depends  on  his  or  her 
consumption  of  gasoline,  but  as  long  as  gasoline  consumption  is  a  reasonable  surro- 
gate for  the  individual's  consumption  of  the  services  of  public  highways,  the  gaso- 
line tax  can  plausibly  be  thought  of  as  a  users'  fee.  It  must  be  kept  in  mind,  howev- 
er, that  this  usage  of  the  language  of  public  finance  is  only  partially  correct.  The 
user-fee  terminology  ignores  the  fact  that  the  burden  of  the  tax  falls  more  heavily 
on  individuals  who  drive  "gas  guzzlers"  than  on  those  who  drive  more  fuel-efficient 
vehicles,  even  if  the  two  groups  of  drivers  consume  the  same  amount  of  highway 
services.  It  also  fails  to  account  for  the  fact  that  insofar  as  rush-hour  drivers  impose 
congestion  costs  on  other  users  at  that  time,  the  value  of  highway  services  is  not 
uniform  throughout  the  day.  Thus,  the  connection  between  gasoline  taxes  and  user- 
fees  is  imperfect,  but  making  the  connection  can  perhaps  be  excused  because  there 
is  at  least  some  direct  correlation  between  consumption  of  the  good  that  is  taxed 
and  consumption  of  a  public  service. 

There  is  absolutely  no  excuse  for  referring  to  any  part  of  the  proceeds  from  the 
Federal  excise  taxes  on  alcohol  and  tobacco  as  user-fees,  however.  What  public  serv- 
ices do  drinkers  and  smokers  consume — that  others  do  not — that  equity  consider- 
ations dictate  they  must  help  pay  for?  In  recent  years  it  has  become  fashionable  to 
assert  that  consumers  of  alcohol  and  tobacco  require  more  medical  treatment  than 
others,  thereby  creating  the  illusion  that  excise  taxes  on  these  goods  can  be  repre- 
sented as  health  care  user-fees.  But,  this  is  such  a  misapplication  of  the  language  of 
public  finance  that  it  robs  the  term  user-fee  of  any  meaning  whatsoever. 

Content  analysis  of  major  news  reports  finds  the  often-repeated  but  erroneous 
suggestion  that  smokers  are  less  productive  than  other  employees.  The  National 
Chamber  Foundation  examined  this  assertion  in  its  1989  report  entitled  Determi- 
nants of  Employee  Absenteeism  and  found  that  single  factor  explanations  of  employ- 
ee absenteeism  and  productivity  are  grossly  misleading  and  not  supportable. 
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The  study  analyzes  the  data  on  work  loss  collected  in  the  National  Health  Inter- 
view Surveys  for  1983  and  1985  by  the  National  Center  for  Health  Statistics.  When 
all  of  the  variables  included  in  the  study  are  analyzed  simultaneously — gender,  age, 
race,  marital  status,  family  income,  and  education — much  of  the  conventional 
wisdom  concerning  absenteeism  cannot  be  supported.  Using  a  probit  '  analysis,  only 
family  income  proved  to  have  a  statistically  significant  effect  on  absenteeism, 
higher  levels  of  family  income  being  associated  with  a  reduced  frequency  of  absen- 
teeism. None  of  the  other  variables  had  any  significant  impact  on  worker  absentee- 
ism. 

Three  lifestyle  variables — the  individual's  level  of  physical  activity,  consumption 
of  alcoholic  beverages,  and  consumption  of  tobacco  products — were  included  in  the 
analysis  in  an  attempt  to  increase  its  predictive  power.  Only  the  first  of  these,  the 
individual's  level  of  physical  activity,  proved  to  be  significantly  associated  with  ab- 
senteeism, with  higher  levels  of  physical  activity  operating  to  reduce  the  frequency 
of  reported  absenteeism.  The  two  additional  variables — consumption  of  alcohol  and 
tobacco  products  -proved  to  have  no  significant  effect  on  absenteeism. 

These  findings  are  confirmed  by  soon  to  be  released  National  Wine  Coalition  re- 
search showing  that  responsible  drinkers  of  alcoholic  beverages  are  much  more 
likely  to  be  in  the  labor  force  and  at  work  than  the  general  population — 70  percent 
versus  62  percent.  The  study  is  entitled  New  Perspectives  on  Wine  Consumption  and 
Human  Behavior  presents  findings  based  on  23,000  survey  questionnaires  compiled 
by  the  National  Center  for  Health  Statistics,  an  agency  of  the  U.S.  government.  It 
goes  on  to  note  that  individuals  who  consume  alcohol  are  no  more  likely  to  miss  a 
day  of  work  because  of  illness  than  the  general  population.  Wine-only  drinkers  re- 
ported a  probability  of  work  loss  equal  to  or  lower  than  the  general  population, 
which  includes  a  substantial  percentage  of  non-drinkers,  in  practically  every  age/ 
gender  breakdown.  The  study  concludes  that  those  who  drink  in  moderation  are  in- 
distinguishable from  the  rest  of  society  when  it  comes  to  family  and  job-related 
issues,  and  in  certain  areas,  such  as  worker  absenteeism,  are  more  likely  to  be  at 
work  than  the  average  American. 

In  short,  we  have  a  solution  without  a  problem.  So  characterized,  proposals  to 
raise  excise  taxes  on  tobacco  and  alcohol  in  order  to  promote  a  social  good  fail  to 
survive  scrutiny.  Accordingly  the  underlying  agenda  is  stripped  of  any  relevant 
social  goal  and  is  left  as  a  bald  revenue  enhancement  measure. 

Nor  do  these  measures  survive  scrutiny  as  user  fees. 

With  respect  to  alcohol  and  tobacco  user-fees,  the  question  becomes  what,  if  any. 
Bureau  of  Alcohol  Tobacco  and  Firearms  services  are  demanded  by  tobacco  growers, 
cigarette  manufacturers,  tobacco  wholesalers,  retail  establishments,  or  consumers  of 
cigarettes?  Would  any  of  these  want  to  purchase  any  such  service  or  pay  for  any 
such  activity  if  provided  by  a  private  commercial  enterprise?  If  so,  would  they  be 
willing  to  pay  anything  like  the  present  amount  of  the  cigarette  excise  for  the  serv- 
ice or  activity? 

If  not,  then  these  fees  are  reduced  to  nothing  more  than  revenue  items  of  a  highly 
regressive  nature.  If  we  are  to  raise  taxes  to  reduce  the  deficit,  it  is  because  we  be- 
lieve deficit  reduction  is  necessary  for  the  economy  as  a  whole.  Certainly  no  one 
would  argue  that  we  should  reduce  the  deficit  merely  to  improve  the  economic  con- 
dition of  producers  and  consumers  of  cigarettes  and  alcoholic  beverages.  If  there  is 
merit  in  the  argument  that  the  deficit  injures  the  economy,  reducing  the  deficit 
must  benefit  everyone,  not  merely  selected  groups  in  the  economy.  If  the  deficit  is  to 
be  reduced  by  raising  taxes,  everyone  should  assume  the  burden  of  tax  increases. 

EXCISE  TAXES  AND  USER-FEES  ARE  INEFFICIENT  ALLOCATORS  OF  FEDERAL  RESOURCES 

Even  when  properly  levied,  excise  taxes  and  misapplied  user-fees  that  go  to  trust 
funds  ear-marked  for  specific  expenditures  are  bad  tax  policy.  Presently  there  are 
11  such  funds,  including  several  transportation  funds,  several  environmental  quality 
funds,  and  a  handful  of  miscellaneous  funds  such  as  the  Black  Lung  Disability  Trust 
Fund. 

Indiana  University  professor  John  L.  Mikesell  examined  these  funds  and  reports 
that  in  each  case  the  basis  of  the  tax  is  not  tightly  associated  with  the  need  to  pro- 
vide the  government  service  in  question.  In  his  words  "these  taxes  do  not  serve  sis 
quasi-prices,  increasing  the  efficiency  of  allocation  of  public  services." 

Mikesell  also  examined  the  role  of  the  funds  in  the  budget  process  under  Gramm- 
Rudman-Hollings  and  concluded  that  they  failed  to  serve  a  useful  budgetary  func- 


•  A  unit  of  measurement  of  statistical  probability  based  on  deviations  from  the  mean  of  a 
normal  distribution. 
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tion.  Indeed,  the  use  of  earmarked  funds  may  prevent  allocation  of  government 
funds  to  their  most  efficient  uses.  Finally,  Mikesell  says  that  "selective  excises  gen- 
erally have  little  support  as  a  revenue  source,"  and  are  subject  to  criticisms  includ- 
ing "discrimination  according  to  taste,  economic  distortion,  high  collection  cost,  and 
low  yield." 

REVENUE  ESTIMATES  ARE  INACCURATE 

Congress,  in  1988,  was  told  that  excise  taxes  on  alcohol  and  tobacco  would  gener- 
ate an  estimated  $21.5  billion.  Congress  was  not  told,  however,  that  this  revenue 
would  be  purchased  at  the  expense  of  3,000  jobs  and  $220  million  in  GNP  in  the 
tobacco  industry  and  8,500  jobs  and  $375  million  in  GNP  in  alcohol  in  beverage  pro- 
duction. This  type  of  static  revenue  estimation,  though  typical  in  government,  is 
most  misleading. 

The  National  Chamber  Foundation,  in  a  recently  released  study  of  the  impact  of 
revenue  driven  tax  legislation  on  equity  markets,  found  that  static  revenue  estimat- 
ing techniques  are  most  unreliable.  The  study  The  Tax  Treatment  of  the  Dividends 
Received  Deduction  concluded  that  Joint  Committee  revenue  estimates  are  off  by  at 
least  60  percent,  and  may  actually  cost  the  Treasury  $1.18  for  every  dollar  Congress 
was  told  to  expect. 

On  a  larger  scale,  it  should  be  noted  that  revenue  projections  given  Congress  in 
its  consideration  of  the  Tax  Reform  Act  of  1986  have  not  been  met. 

CONCLUSION 

Undoubtedly,  in  the  coming  months  the  Senate  Committee  on  Finance  will  be  pre- 
sented with  a  litany  of  new  "excise  taxes"  and  "user-fee"  proposals.  NCF  is  con- 
cerned that  the  Committee  will  be  lulled  into  adopting  revenue  measures  ostensibly 
to  promote  some  social  good.  Already,  special  interest  groups  are  advocating  higher 
environmental  taxes  to  discourage  pollution,  increased  alcohol  and  tobacco  excise 
taxes  to  discourage  use  of  these  commodities,  a  quadrupling  of  the  cost  of  transfer- 
ring securities,  an  increase  in  gasoline  taxes,  etc. 

Whatever  the  merits  of  the  agenda  underlying  such  proposals,  the  tax  code  is  not 
the  place  to  accomplish  it.  This  is  particularly  true  where,  as  here,  the  agenda  is 
masquerading  as  a  misguided  attempt  to  raise  revenue  in  a  politically  neutral  way. 
Such  disingenuous  activity  has  a  cost,  and  that  cost  is  in  employment  and  economic 
growth. 

NCF  appreciates  this  opportunity  to  submit  comments  on  the  record  for  the  May 
24,  1990  hearing  on  the  health  costs  of  smoking  and  would  be  pleased  to  provide 
additional  information. 
Yours  truly, 

Robert  Allen  Ragland,  Chief  Tax 
Counsel. 


Southern  Legislative  Conference, 

Atlanta,  GA,  May  21,  1990. 

Hon.  Lloyd  Bentsen,  Chairman, 
Committee  on  Finance, 
U.S.  Senate, 
Washington,  DC. 

RE:  Written  Statement  for  Hearing  on  the  Health  Impact,  Costs  of  Smoking — 
Thursday,  May  24,  1990— Dirksen  Senate  Office  Building. 

Dear  Senator  Bentsen:  It  is  an  honor  to  provide  this  written  statement.  The 
Southern  Legislative  Conference  of  The  Council  of  State  Governments,  to  date,  does 
not  have  a  policy  position  regarding  the  actual  or  perceived  health  effects  of  smok- 
ing on  primary  or  secondary  participants.  However,  we  strongly  support  policies  de- 
signed to  ensure  the  health  of  infants  and  families.  (Please  note  the  attached  policy 
position). 

In  addition,  the  southern  states  are  particularly  concerned  about  the  escalating 
costs  of  basic  health  care,  which  have  increased  dramatically  over  the  past  decade, 
particularly  those  costs  associated  with  infants  born  prematurely  or  of  low  birth- 
weight. 

While  providing  a  means  for  meeting  the  basic  health  care  needs  of  its  citizens  is 
critical  to  the  future  of  the  South  (which  experiences  the  highest  infant  mortality 
rate  in  the  nation),  we  are  equally  concerned  about  adequately  funding  these  basic 
health  programs  through  the  most  equitable  and  progressive  means  available  to  our 
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legislative  leaders.  Although  revenue  sources  are  limited,  we  do  not  feel  comfortable 
with  using  other  sources  (e.g.,  excise  taxes)  as  a  potential  source  of  revenue  to  fund 
our  health  care  needs.  (Please  note  our  policy  position  opposing  increases  in  Federal 
excise  taxes.)  It  states,  in  part,  that  excise  taxes  in  general  are  regressive  and  in- 
creasing them  at  the  Federal  level  would  cause  further  revenue  losses  at  the  state 
level  and  also  negatively  impact  on  families  living  on  low  or  fixed  income.  In  short, 
even  less  money  would  be  available  to  meet  the  basic  health  care  needs  if  these  indi- 
viduals have  to  face  additional  tax  burdens  (particularly  from  excise  taxes). 

I  appreciate  the  opportunity  to  give  this  written  testimony.  If  the  Southern  Legis- 
lative Conference  can  be  of  any  further  help  to  you  or  other  members  of  the  Senate 
Finance  Committee,  please  feel  free  to  let  me  know. 

Sincerely, 

Colleen  Cousineau,  Executive  Director. 

Attachment. 

POUCY  POSITION — OPPOSING  INCREASES  IN  FEDERAL  EXCISE  TAXES 

Background 

State  excise  tax  revenues  have  been  significantly  reduced  as  a  result  of  Federal 
excise  tax  increases  on  gasoline,  tobacco,  and  distilled  spirits.  States  rely  more  heav- 
ily on  indirect  taxation  as  a  source  of  revenue  and  an  increase  in  Federal  excise  tax 
rates  have  significant  negative  impacts  on  state  finances  generally. 

Excise  taxes  in  general  are  regressive  and  increasing  them  at  the  Federal  level 
would  cause  further  revenue  losses  at  the  state  level  and  would  also  negatively 
impact  on  families  living  on  low  or  fixed  incomes.  The  states  have  assumed  increas- 
ing burdens  for  Federal  programs,  in  both  funding  and  implementation,  while  main- 
taining constitutional  requirements  for  balanced  budgets. 

State  excise  revenues  have  been  a  traditional  source  of  state  revenue  since  shortly 
after  World  War  II.  States  rely  upon  sales-based  taxes  to  a  far  greater  extent  than 
the  Federal  government.  This  reflects  the  Federal  government's  presumption  of 
much  of  the  income  tax  base,  creating  the  necessity  for  the  states'  reliance  on  other 
sources  of  revenue. 

The  National  Conference  of  State  Legislatures  presented  a  letter  to  President 
Bush  on  January  29,  1989,  opposing  increases  in  Federal  excise  taxes  and  Federal 
Government  excise  taxes  and  Federal  Government  excise  tax  increases  which  would 
encroach  on  traditional  revenue  bases  of  state  government. 

Revenue  loss  to  the  states  from  the  last  round  of  Federal  excise  tax  increases  is 
estimated  to  be  $3.7  billion  between  1983  and  1988,  and  total  revenue  loss  to  the 
states  will  be  $7.2  billion  from  1983  to  1992.  Any  Congressional  Budget  Resolution 
which  would  increase  Federal  excise  taxes  would  represent  an  encroachment  on  a 
traditional  source  of  state  revenue. 

Recommendation 

The  Southern  Legislative  Conference  opposes  increases  in  Federal  excise  taxes 
and  urges  the  President  of  the  United  States,  the  Honorable  George  Bush,  the 
United  States  Senate  Finance  Committee,  the  United  States  House  Ways  and 
Means  Committee  and,  particularly,  the  Committee  members  from  the  states  of  the 
Southern  Legislative  Conference  to  preserve  the  spirit  of  tax  reform  and  not  ad- 
versely impact  state  fiscal  systems,  displace  state  revenues  and  reduce  the  flexibility 
of  state  tax  policy. 

Adopted  by  the  Southern  Legislative  Conference  July  19,  1989.  (Sponsor:  Represent- 
ative Ron  Cyrus,  Kentucky.) 


Statement  of  Mimi  Worth 
I  believe  that  some  U.S.A.  babies  are  not  getting  their  rights!! 

If  mothers  smoke  during  pregnancy,  the  result  is  NOT  a  good  one!!  The  child 
could  turn  out  to  be  mentally  retarded!!  In  some  cases  the  children  even  DIE  at 
birth!!! 

No,  it  is  NOT  fair  to  babies  for  mothers  to  smoke.  It  is  pitiful  to  do  so!  Very  piti- 
ful!! 

If  you  have  not  caught  on  to  the  point  yet,  I  will  tell  you. 

The  point  is  that  it  is  definitely  NOT  fair  to  babies  for  mothers  to  smoke  during 
pregnancy!  They  have  a  right  to  live  just  like  you  and  1  doll! 


ens  LIBRARY 


192  3  amS  □□□lELlfl  L 

An  idea  I  might  suggest  is  that  the  government  should  give  a  mother  $100.00  tax 
refund  (or  something  like  that)  if  she  does  not  smoke  (or  use  alcohol)  while  she  is 
pregnant.  Maybe  her  doctor  could  prove  this. 

In  the  state  of  Oregon,  at  the  very,  very,  very,  very  most,  this  sum  would  add  up 
to  $4,000,000  per  year. 

I  figure  that  is  much  less  than  the  cost  to  take  care  of  all  the  mentally  retarded 
or  damaged  children  born  each  year. 

Thank  you! 
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